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Pubiotomy, with Notes of Three Cases.* 


By M. J. Grsson, M.A., M.D. (Dublin), 


Assistant Master (Supernumerary), Coombe Hospital, Dublin. 


Ir is now a very long time since the idea was first conceived of im- 
proving the prognosis for the mother and child in cases of contracted 
pelvis, and of lessening the number of Cesarean sections, inductions 
of premature labour, and perforations of the living child, by an 
artificial enlargement of the pelvis. In 1655 Courvée demonstrated 
on the dead subject the method by which such an enlargement could 
be produced, and one hundred years later Sigault performed a 
symphysiotomy on the living for the first time. This created great 
excitement, but a few years were sufficient to abolish the operation 
for another period of more than one hundred years. Symphysiotomy 
then came again into vogue, but as we know, the results were not at 
all satisfactory, the usual mortality being about 10 per cent., and _ 
many of those who recovered being permanently injured. To Gigli 
belongs the honour of being the first to propose as a substitute an 
incision through the os pubis, by which he considered that the soft 
parts would be less likely to be damaged, and the union better. This 
osteotomy was first performed by Bonardi, in Lugano, in 1894. Gigli 
employed a large incision straight down over the bone, and for this 
reason his pubiotomy or hebotomie was not a very great improvement 
on symphysiotomy, since the great danger in both lay in this large, 
easily infected incision. All this, however, was altered when 
Déderlein recognized that pubiotomy could be performed sub- 
cutaneously, and his simple and safe modification is really a new 
operation. 

The enthusiasm with which the operation is now taken up, and 
the fact that the maternal mortality is only about 3 per cent. (in 


* Read before the Section of Obstetrics, Royal Academy of Medicine in Ireland, 
March 8th, 1907. 
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spite of the many errors which are sure to make the results of a young 
operation worse than they should be) and the excellence of the after 
results, seem to prove that pubiotomy is one of the greatest discoveries 
in modern obstetrics. I have had the opportunity of seeing the 
operation done twelve times and of doing it three times, and during the 
time that I acted as Volontiar-Assistant to Professor Déderlein, I not 
only saw him do the operation several times, but I also had every 
opportunity of talking it over with him. I can therefore give you 
the words of the “father of the operation” himself as well as the con- 
clusions I have come to from my own cases. 

When is the operation indicated? When the child is alive, it is 
indicated in cases of narrow pelvis when the cervix is fully dilated 
and in spite of good contractions and postural treatment the head 
still moves freely above the brim, or in cases in which, from the 
very beginning the disproportion in size between the head and the 
pelvis makes it impossible to hope that the head could ever pass 
through the brim. The operation may be performed in cases of 
flat pelvis with conjugata vera not less than 6°75 cm., and generally 
contracted pelvis not less than 7 or 7'5cm., but for these low 
conjugates the head must not be very much larger or harder than 
normal. For the lesser degrees of contraction its advantages 
over the performance of Cesarean section or the induction of 
premature labour are very great, since good and strong contrac- 
tions are a power which must always be considered. Through 
their preparation of the maternal soft parts, and especially by the 
good moulding of the foetal head, many a head is driven through a 
narrow pelvis when we could hardly have believed that such a thing 
could occur. It is through not considering this fact that so many 
premature labours are needlessly induced, and Cesarean sections 
needlessly performed. The operation is also indicated in a normal 
pelvis when the face presents with the chin posterior, and the child 
is alive, all efforts to change the position having failed. 

Does sepsis of the genital tract contraindicate the operation? 
v. Franqué says not, the idea being that the patient will not suffer 
any more from her sepsis by being operated on, than she will do if 
she is not operated on. The fact however remains that nearly all the 
fatal cases have been septic before operation. 

The operation may be performed in several ways which are 
simply slight modifications of one another. The following is 
practically the method I learned from Déderlein and adopted in my 
own cases. When the woman goes into labour a colpeurynter is 
placed in the vagina. By this means the bag of membranes is 
supported and kept from giving way, and if the membranes are 
already ruptured the liquor amnii is preserved. The rubber bag 
also dilates the soft parts, and it does not prevent the head coming 
into the brim. When the cervix is fully dilated the membranes 
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must be ruptured, and the operation, if it is necessary, may be 
performed. After the bladder has been emptied a transverse in- 
cision, large enough to admit a finger, is made over the upper edge 
of the os pubis between the symphysis and the tubercle, generally on 
the left side. The tissues are divided down to the top of the bone till 
the finger can be easily inserted behind it. With this finger the 
tissues are pushed away from the back of the bone and thus injury 
to the bladder is prevented. Déderlein’s needle (see figure) is then 


inserted with its point very closely applied to the bone, and is pushed 
down along the back of the bone about one finger’s breadth away 
from the symphysis under the guidance of the finger in the vagina. 
It is necessary to hug the bone closely, and when the needle point 
comes out at the edge of the bone, to get an assistant to pull the 
clitoris, labia, ete., well over to the other side, so that the point comes 
up to the skin well out in the greater labium. A very small incision 
over the point sets it free. Gigli’s saw is attached and drawn back 
and out through the incision above. During this time the patient 
has been lying in the cross-bed position with her sacrum resting on 
the edge of the bed. Now, when the saw is in position, and before it 
is used, the legs of the patient are brought rather closely together, 
and an assistant presses on each side of the pelvis to keep the ends of 
the bone from springing suddenly apart when divided. With the 
saw stretched fully in a larger arc of a circle, six or ten movements | 
are usually sufficient to divide the bone, but before the saw is re- 

moved it is always better to make sure that the ends of the bone 
separate easily. After symphysiotomy the pelvis separates so 
suddenly and so widely, unless it is very carefully controlled, that 
there is danger of injury to the bladder and to the sacro-iliac articula- 
tions. During pubiotomy such a sudden separation never occurs. 
In fact, owing to the protection of the undivided soft parts Sellheim 
states that in order to get as much enlargement with pubiotomy as 
with symphysiotomy three times as much force is required to separate 
the ends of the bone as to separate the symphysis. The advantages 
of this are obvious. Still it is better to get an assistant to press on 
each side of the pelvis, or if there are no assistants a piece of rubber 
douche tubing is fastened around the pelvis. Now the bone is sawn 
through, and as Déderlein says the ancient belief that the pelvis 
separates into two portions during parturition and comes together 
again has become a fact. After the bone is cut there is bleeding 
from the wound. This is sometimes rather profuse. It comes from 
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the corpus cavernosum of the clitoris and the plexus pubovesicalis. 
It can always be stopped by compression, and it cannot be of any 
danger because if compression fails to stop it, its origin can be 
sought for and controlled. This, however, is scarcely ever required. 
The patient’s legs are now allowed to hang in Walcher’s position, and 
when they are well separated, the ends of the bone separate easily 
and the head can very often be pushed from above down through the 
brim without difficulty. When the ends of the bone separate 3 cm., 
the conjugate is increased by 1em.; when they separate 6 cm. the 
conjugate is increased by nearly 2cm. The patient should not be 
delivered unless delivery is absolutely indicated. An injection of 
morphia, when she comes from under the anesthetic, and a rubber 
bandage placed around the pelvis, if it is not already there, will add 
to her comfort. This bandage must only be sufficiently tight to 
keep the pelvis steady; it must not prevent the contractions driving 
the head through the brim. The patient will generally deliver 
herself without any very great difficulty, and thus there is the 
greatest possible protection of the soft parts. If delivery is indicated 
it is best done with the forceps, but the vagina must be incised if it is 
narrow. The incision must run down deeply along the side wall and 
into the perineum. If this be done, and plenty of room made, and 
the delivery carefully performed, lacerations of the vagina communi- 
cating with the ends of the bone cannot easily occur. Spontaneous 
delivery is the ideal, and it is worth waiting for. If we must deliver 
we do so, and after delivery, or when we decide to wait for spontaneous 
delivery, the upper incision may be closed with two deep sutures and 
the lower with one. 

After the birth of the placenta the vagina is plugged with gauze, 
and firm compresses are put over the incisions and the vulva to 
prevent the formation of a hematoma (the compress over the vulva 
and the vaginal plug may be removed eight hours later, when the 
patient should empty her bladder). A few strips of adhesive plaster 
are put around the pelvis and an ordinary tight binder is applied. 

The after treatment is very simple. The patient lies on her back 
for twelve days, and in spite of the fact that the Réntgen pictures for 
several weeks show no bone formation, the pelvis is, as a rule, so 
firmly united on the 14th day, that the patient may get up, and a 
couple of days afterwards she should be able to walk without any 
difficulty. 

Spontaneous delivery at the next parturition after pubiotomy has 
occurred, but generally in those cases the children were smaller than 
those which originally necessitated the operation. The union is 
nearly always a bony one. If the operation has to be repeated, it may 
be performed on the same side or on the other side. Spontaneous 
delivery after symphysiotomy, as Baisch points out, is also due either 
to the fact that the children are smaller, or that the union of the 
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symphysis has resulted in a flail-like joint, or not uncommonly to a 
combination of the two. Ifa second symphysistomy is required, the 
adhesion of the bladder to the cicatrix will give a good deal of 


trouble, this has not been found when pubiotomy has been performed 
for the second time. 


There is a complication to which I must draw special attention, 
and that is injury to the bladder during the operation. This is due 
either to the fact that the bladder had not been properly emptied 
before the operation, or in rare cases, owing to a previous inflamma- 
tion, to the bladder being more or less adherent to the posterior sur- 
face of the os pubis. In women who have had puerperal sepsis this 
is to be feared, and the separation of the tissues from the back of the 
bone with the finger should therefore be performed carefully. In 
ordinary cases the bladder is never so intimately connected with the 
pubic bone that any tearing could result from the small amount of 
stretching it undergoes. If the needle does enter the bladder wall, 
there is not much harm done. The wound heals up quickly provided 
a catheter is tied in. 

I will now shortly describe my own cases, but firstly I must 
express my gratitude to the Master of the Coombe Hospital, Dr. 
Stevens, for allowing me to use these notes, and to perform these 
three operations. They were done under his supervision and with 
his help. These three operations were all successful. By successful 
pubiotomy I mean that both the mother and child survive the opera- 
tion and do not suffer any permanent injury from it. 


Case 1. My first operation was performed on the 16th of August, 
1906.. M.M., wt. 34, ix.-gravida, all her labours had been very 
tedious. She had had craniotomy performed twice, had had the 
forceps applied four times, and had had induction of premature 
labour twice. The children had all been very large, and none of 
them had survived for any length of time. She had labour induced 
at her last confinement; the child was delivered with great difficulty, 
and only lived for 10 minutes. At the seventh month she came 
to hospital with the object of having labour induced again, 
but as she was most anxious to have a living child, I advised 
her to wait till term. On this occasion the patient is at full term 
and in labour. A large child presents as first vertex. The head, 
which is large and hard, moves freely above the brim. The 
contractions are powerful. The fetal heart is 140 and regular. The 
pelvis measures: I.S. 22, I.C. 25, I.T. 29, ext. conj. 18. The vagina 
is very capacious, the cervix admits two fingers, the membranes are 
protruding. The conj. vera=8cm. A generally contracted pelvis. 
A colpeurynter was placed in the vagina and filled. The contractions 
were frequent and very powerful. After three hours the bag was 
removed, and the cervix being now fully dilated the membranes were 
ruptured, and as the disproportion between the large hard head and 
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the pelvis was so very great, any hope of spontaneous passage of the 
head through the brim was out of the question, pubiotomy was there- 
fore performed. The hemorrhage after the bone was cut was easily 
controlled by compression, and when the legs were allowed to hang 
in Walcher’s position, and were well separated, the head was easily 
pushed down through the brim, the ends of the bone separating to a 
distance of about 7cm. As the head only required to be lifted over 
the remains of the perineum, I applied forceps and extracted the 
child without difficulty. The child weighed 12lbs. It cried im- 
mediately after birth and gave us no trouble whatever. The placenta 
was expressed from the vagina after 15 minutes. While we were 
waiting for it, two sutures were put in the upper incision, and one in 
that underneath. After the vagina had been plugged and the com- 
presses over the vulva and the wound applied, a few strips of adhesive 
plaster were put around the pelvis. When the legs were close to- 
gether, the ends of the bone touched one another. Neither mother 
nor child showed a single bad symptom afterwards. I allowed the 
mother to get up on the 21st day. She walked without difficulty and 
without pain. She and her child went home two days afterwards. 


Case rr. L. M., et. 32, was also a ix.-gravida. Her second baby 
had been delivered with forceps and is still alive. All the others are 
dead. She had had labour induced three times, craniotomy once and 
the forceps applied twice, and there had been a pelvic presentation 
twice. The patient, who looked very ill, came into hospital after 
having been 14 hours in labour on the 29th of October, 1906. First 
vertex. Head free above the brim. Child small. Foetal heart 160 
and very irregular. The pelvis measured 23, 22, 29. Ext. conj. 18. 
The vagina roomy. Meconium coming away in large quantities. Os 
fully dilated. Membranes ruptured. Conj. vera 75cm. A generally 
contracted and flat pelvis. 

Mother’s temperature=100°F. Pulse 110. Respirations very 
rapid. Lobar pneumonia. Here we had a combination of child in 
grave danger, mother’s pneumonia, and a generally contracted flat 
pelvis with a conj. vera of 75cm. Pubiotomy was performed as 
quickly as possible, and a child weighing 6 lbs. was extracted with 
forceps. There was severe post partum hemorrhage which was 
stopped by douching and massage. When a catheter was passed 
blood escaped from the bladder, which had evidently been injured 
owing to the rapidity with which the operation had to be performed, 
as the patient nearly died under the anesthetic. A catheter was tied 
in and the urine was quite clear after four days. The patient re- 
covered from her pneumonia, and both she and her child left the 
hospital on the 24th day in good health. 

Case 111. F.O’D., et. 29, iii.-gravida. The patient aborted at 
the end of the third month of her first pregnancy. After that she 
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was delivered with forceps of a child weighing five and three-quarter 
pounds. The delivery was difficult. This child is still alive. 

The patient did not walk till she was three years of age. She is 
healthy and in strong labour. The child lies transversely. The 
head larger than usual and very hard, heart 126 and regular. 
Pelvis measures 26, 26, 32. Ext. conj. 17. Vagina capacious, os 
very nearly fully dilated, membranes unruptured. Conj. vera 7 cm. 
A rachitic flat pelvis. 

It was decided, owing to the size of the conjugate and to the size 
and hardness of the foetal head, to perform pubiotomy. There was 
very little bleeding from the wound. Internal podalic version was 
done, and both feet were brought down. The patient by this time was 
having powerful contractions and expelling the child, but the arms 
had to be delivered, as they were extended, and the head extracted. 
The child weighed 73 lbs. and gave no trouble. The patient was up 
on the 17th day, and left the hospital on the 23rd, without any 
difficulty in walking. 

The three babies were breast-fed. None of the women complained 
of pain or showed any difference from a normal confinement except, 
of course, the second patient, who was suffering from pneumonia. 
They did not object very much to lying on their backs for 12 days. 
The pelvis was quite firm in every case. I regretted very much at 
the time that I could not allow the last two patients to deliver them- 
selves, but by extracting the children very gently no harm was done. 
These three women dreaded a Cesarean section, and absolutely re- 
fused such an operation. Yet they had no fear of pubiotomy. This is 
usually the case, and it ought to continue, since with proper precau- 
tions, the mortality should be very low. In skilled hands it is an 
operation which can easily be performed in a private house, but with- 
out proper education it cannot yet replace the induction of premature 
labour in the hands of the general practitioner. One of the objections 
to the induction of premature labour is of course the difficulty in 
rearing the child, and in the present state of affairs, with such a 
decreasing population, it is our duty to deliver as many live children 
and to give them as good a start in life as possible. The danger to 
the mother after pubiotomy is very little more than that attached to 
the induction of premature labour. Leopold, for example, has had 
23 consecutive pubiotomies without a death. Gigli has collected 300 
cases with a mortality of 3 per cent., and amongst those cases which 
were aseptic before operation the mortality was nil. I think there 
is a great future for this operation, and that it will never share the 
fate of symphysiotomy, but will always remain for us a means of 
overcoming the difficulties connected with the lesser degrees of 
contraction of the pelvis without injury to the mother or child. 
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On the Advisability of Removing the Cervix in 
Performing Hysterectomy for Fibromyomatous 
Uterine Tumours.* 


By Joun D. Matcor, F.R.C.S. (Edin.), 


Surgeon to the Samaritan Free Hospital, London. 


A LITTLE over twenty years ago the death rate from the removal 
of fibroid tumours was decidedly high, but from various causes the 
mortality has rapidly diminished and now this operation is almost, 
if not quite, as safe as an ovariotomy. Whether it is wiser to 
remove the cervix or to leave it is, however, still an open question 
in this Society and I therefore wish to publish the following notes 
which seem to me to support the view that the complete operation 
is the better, the more scientific and the safer. 

When the cervix is not removed, the broad ligaments are divided, 
the ovarian and uterine vessels are ligatured and the uterus is cut 
away about the level of the inner os, so as to leave anterior and 
posterior flaps of its tissue, which are brought together and secured 
in apposition by sutures. The peritoneal edges are then adjusted 
so as to cover over all the raw surfaces. 

Every precaution must, of course, be taken to prevent septic 
infection, and it is obvious that a special danger of contamination - 
exists at the point of section of the uterus. 

Careful attention must also be paid to the arrest of hemorrhage 
which is sometimes by no means easy, because, if myomatous growths 
involve the lower part of the uterus or the cervix, the vessels are 
often not only enlarged, but numerous and erratic in distribution. 

The difficulties of preventing a contamination of the area of 
operation by the contents of the genital tract do not vary much 
whether the cervix is left or taken away. But when the cervix 
is left, even if the raw surfaces are perfectly cleansed, if all the parts 
are properly adjusted and if hemorrhage is satisfactorily arrested, 
the conditions after the operation is finished are, in theory, parti- 
cularly unfavourable for healing. 

The cervix consists of firm tissue and the proper securing of 
the vessels diminishes the supply of blood to it. So much may this be 


* Read before the Obstetrical Society of London, April 3rd, 1907. 
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the case that I know of an instance in which the cervix sloughed. 
Fortunately it separated without doing any harm. In the centre 
of the cervix, the nourishment of which is thus interfered with, 
there is a tube of mucous membrane containing many glands, which 
are not infrequently in a state of chronic inflammation, and no 
practicable method of cleansing can be relied upon to make such a 
membrane sterile. Moreover its cut surface is necessarily left in 
contact with the raw uterine tissue, and the narrowness of the tube 
interferes with the escape of discharges. It is obvious that this 
arrangement must be favourable to the development of noxious 
organisms in the injured parts and thus constitute a source of 
danger. 

Although supra-cervical hysterectomy has undoubtedly proved 
a very successful procedure, the dangers which I have pointed out 
must exist so long as that method is adopted, and the following cases, 
although the patients completely recovered, show that the risks 
directly due to the method should not be neglected. 

In the first case the patient was a nulliparous married woman, 
aged 40, who had a soft fibromyoma of the uterus rising nearly to 
the umbilicus. It had been known to exist for two years and had 
brought about a condition of extreme anemia by the profuse 
hemorrhages which accompanied its development. The patient had 
suffered from a feverish illness attributed to tuberculosis of the 
bases of both lungs in 1894, but she appeared to have recovered 
completely and to be in all other respects healthy. The tumour 
and the body of the uterus were removed at the Samaritan Free 
Hospital on the 23rd of June, 1903, the cervix being left, and there 
seemed to be no reason when the patient was put back to bed to 
expect other than a good convalescence. The abdominal incision 
never showed any sign of irritation and there was no evidence of 
peritoneal mischief at any time. Nevertheless the patient had the 
most severe and prolonged attack of phlegmasia dolens that I have 
seen. From the first the temperature was high. On the fifth day 
there was pain at the base of the right lung and, on auscultation, 
friction sounds were detected both before and behind the seat of 
pain. No rales or evidences of mischief within the lung were de- 
tected and the signs of irritation of the pleura ceased after about 
a week. 

On the ninth and tenth days the temperature was above 104° 
for seventeen consecutive hours, rising as high as 106:2°F. The 
patient was then delirious and obviously very ill, but the highest 
pulse was 126. The temperature fell from 106°2° to 101° in seven 
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hours. There was no immediate explanation of the rapid fall, but 
about a week later there was a slight escape from the vagina of thick 
white matter which ceased in a few hours. When an examination 
was made some fulness and tenderness of the cervix were always 
present. No swelling was felt at any time beyond or beside the 
cervix and no appreciable discharge was noted except on the occasion 
mentioned. 

It was not until shortly after the pleural irritation subsided and 
the temperature moderated that any sign of mischief developed in 
the legs. First one and then the other calf became swollen and 
painful and then apparently recovered. With, and following, these 
manifestations there was a prolonged period of febrile temperature. 

Eleven weeks after the operation, the patient again became very 
ill, the temperature rising nearly to 106°. This was followed by 
an enormous swelling and much pain in the feet, legs, and thighs, 
the two sides being about equally affected. There was then some 
evidence of rectal and bladder irritation, but these symptoms only 
lasted a few days. 

At this time 10c.c. of antistreptococcic serum were injected 
subcutaneously without any very obvious effect. A few days later 
there was a slight general improvement just as there had been before, 
and this marked the end of the last acute exacerbation. The tem- 
perature remained above normal, however, and variable, whilst the 
pain and swelling subsided only very gradually, and it was not until 
nineteen weeks after the operation that the patient left the hospital 
in fairly good condition. 

In the summer of 1906 she looked exceedingly healthy and said 
she could walk six miles without being tired. There was still some 
tendency to swelling of the legs, which was checked by means of 
elastic stockings. The patient has recently developed tumours in 
other parts of the body—a lipoma and a sarcoma apparently in- 
volving three costal cartilages-—but her further history has no bearing 
on the subject under discussion. The uterine tumour was not ex- 
amined microscopically. I had no suspicion that it was other than 
a simple fibromyoma. 

It is, perhaps, important to state that in this case the operation 
was performed during a week of excessively hot and close weather. 
I was informed that about the same time, both in the Samaritan 
Free and in other London hospitals, there had been cases of very 
high temperature without any obvious cause, and that in one instance 
death had taken place with an unexplained hyperpyrexia a few days 
after a hysterectomy. 
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If my patient had died from a slightly greater absorption within 
three or four days of the’ operation, I think that very little evidence 
of mischief would have been found at a post mortem examination, 
and there might have been no satisfactory explanation of the cause 
of death. 

The pleurisy, the phlegmasia, the tenderness around the cervix, 
and the absence of any signs of mischief within the peritoneal cavity 
or in the abdominal incision all pointed, however, to the existence 
of an insidious form of septic mischief beginning in the uterine 
stump. 

In another case the pathological changes were very similar. 

The operation was undertaken on account of a fibro-myoma uteri 
causing persistent hemorrhages in a patient whose age was 42. 
Only the supra-cervical parts were removed and at first there was 
no unusual symptom, the bowels being evacuated after two days. 
The temperature on the third day, instead of falling, rose to 102°2°F., 
and continued at about the latter level.. Nothing, except that the 
cervix was somewhat swollen, was discovered to account for the 
prolonged fever until the eighth day when there was a little purulent 
discharge from the vagina. Its escape was preceded by a further 
rise of temperature to 103°4° and immediately afterwards there was 
a rapid fall of three degrees. The pulse rate kept comparatively 
at a lower level than the temperature, the highest record being 96. 

The escape of pus was followed almost at once by a slight loss 
of bright red blood. The hemorrhage continued for four days and 
then there was again a discharge of yellow matter, which gradually 
ceased. Except that the temperature continued to fluctuate, the 
patient seemed fairly well and the pulse did not rise above 96. On 
the tenth day, when the hemorrhage had begun, 10c.c. of anti- 
streptococcic serum were injected. This treatment did not seem to 
have any useful effect. The cervix became less swollen, but a steady 
escape of blood was taking place. 

On the eighteenth day the temperature rose to 105°F., the highest 
pulse rate at this time being 100. The patient had for some days 
complained of severe and increasing pain over the liver in the mid- 
axillary line and there was considerable edema of the subcutaneous 
tissues at the seat of pain. As the patient lay on her back the 
centre of this swelling was about 5in. below the completely healed 
puncture wound caused by injecting the serum. The patient was 
put under an anesthetic and an examination showed that the cervix 
was quite mobile, the whole pelvic and abdominal contents seeming 
to be soft and normal. An incision three inches in length was made 
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through the edematous fat on the right side down to the fascia 
over the muscles, but I found no bulging or other sign of intra- 
abdominal mischief. I therefore closed the incision and it healed 
by first intention. The pain ceased, the edema disappeared and the 
temperature fell to 99°6°F. two days later. On the third day, the 
twenty-first after the hysterectomy, the temperature again rose to 
104°8°, and this was accompanied by tenderness in many joints, 
prticularly in the wrists and knees. Sodium salicylate was admin- 
istered, and after another three days the temperature was normal. 

The vaginal discharge had ceased before this time and there 
was no discovered cause for the amelioration of symptoms apart from 
the administration of the salicylate, but the improvement was per- 
manent. 

In this case it would almost appear that the treatment by injecting 
antistreptococcic serum might be held responsible for some of the 
unfavourable conditions which arose. This is important, for at 
present it is not certain when this method will prove beneficial and 
in the foregoing cases it was resorted to as being at least very unlikely 
to do harm. In administering it, every care was taken to prevent 
septic contamination. 

The history of this second case also strongly supports the view 
that mischief may arise from a form of septic infection spreading 
from the cervical canal. It seems certain that a small collection 
of blood was retained and became infected, that the septic products 
partially escaped, and that then a vessel bled for a few days and the 
parts healed by granulation. 

Undoubtedly there was also a pathological process affecting tissues 
at a distance from the seat of operation, but there was not sufficient 
evidence to show whether this was due to an infection from the 
injured tissues, to an effect of the injection of serum, or to a con- 
stitutional disturbance of a rheumatic nature. There was no history 
of a previous rheumatic attack, although the patient had occasionally 
complained of pains in her joints. 

A third case in which I did not myself perform the operation, 
but which is instructive in connection with the subject under con- 
sideration, has recently come under my observation. The patient 
was brought to me by her medical attendant thirteen months after 
hysterectomy had been performed. Her age was 33. She was of 
a nervous constitution and the symptoms of the artificially induced 
menopause—flushings, headaches, etc.—were severe. An additional 
trouble was a considerable discharge of mucus from the bowel and 
I gathered that this had been regarded as the chief cause of the 








390 Journal of Obstetrics and Gynecology 


complaints which the patient had made since the operation. It 
may have been so, but the cervix had; been left in the body and was 
swollen and tender. On inspection it was red and angry in 
appearance around the os, from which there was a considerable muco- 
purulent discharge, and this was said to be increasing in quantity. 
A sound was easily passed fully half an inch into the cervix, but 
I did not think it wise to insinuate it further. 


It seemed to me that all the symptoms of the “ change of life ” 
were exaggerated by the debility and irritation induced by the cer- 
vical condition. <A catarrh of the rectum with a profuse discharge 
and sometimes with mucous casts of the intestine is not an uncommon 
result of an inflammation affecting some part of the genital tract, 
and it is highly probable that the state of the bowel and the vaginal 
discharge in the case under consideration were directly due to the 
presence of the inflamed cervix and that both would have been 
avoided if a complete hysterectomy had been performed. I thought 
that possibly a ligature was becoming loose and would be discharged 
and therefore palliative treatment was recommended for the time, 
but in such a case the question of removing the cervix by a second 
operation might have to be considered, and treatment directed to 
the state of the intestine could not, I think, prove more than pallia- 
tive until the inflammation in the cervical stump subsided. I under- 
stand that the immediate convalescence in this case gave rise to no 
anxiety. 


Although such conditions as those above recorded are, I believe, 
rare, nevertheless there are cases, and I have already alluded to one, 
in which death follows a hysterectomy a few days after the operation 
without any cause being discovered, and such a fatal issue may be 
due to a sepsis arising by contamination from the contents of the 
cervix without any local change obvious to the naked eye being 
induced. 


The causes of white leg and of painful edematous conditions 
elsewhere as a consequence of an operation are very obscure. I have 
seen a phlegmasia dolens arising three weeks after a simple abdominal 
section, from which, in all other respects, the patient appeared to be 
making a perfectly satisfactory convalescence. It is sometimes held 
that an extreme degree of anemia, which existed in the first two 
cases above recorded, favours the onset of such complications, and 
it might be argued that the process is not always a septic one, although 
in many cases it obviously is so. There cannot, however, be any doubt 
that methods which facilitate the healing of an intra-abdominal 
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injury must tend to prevent the subsequent development of this and 
similar complications. 

It may perhaps be held that the complete removal of the uterus 
only shifts the point of danger from the cervix to the vagina and 
without doubt the vagina also offers opportunities for septic infection. 
Since the above was written I have met with a very mild case of 
phlegmasia dolens after a complete hysterectomy. The patient, whose 
age was 39, appeared to be making a satisfactory recovery with the 
exception that the temperature during the first three weeks, although 
the highest point recorded was only 100°2°F., did not come down to 
normal in the evenings. There was no other adverse sign and I 
thought it well to get the patient up with a view to removing her 
to the country. Accordingly on the twenty-third day she began to 
move about. The temperature again rose to 100°2°, but the abdom- 
inal condition seemed perfect and there was no other indication of 
danger until the thirty-fifth day when there was a slight, painful 
swelling of the right leg. Two days later the temperature rose to 
103°4°, but within a week it was normal morning and evening and 
the swelling and pain were gone. After this the patient’s progress 
was good, and I have recently heard that her condition is very 
satisfactory. 

The history of this case favours the view that anemia is an 
important predisposing cause of phlegmasia dolens, for before the 
operation the patient was of extremely unhealthy appearance. Six 
years earlier she had been told that she had a tumour, but that the 
state of her health was too bad to permit of operative treatment. 
In 1906, she came under the care of Mr. Wale of Croydon, who sent 
her tome. I had no hesitation in advising her to take the risks of 
an operation as her prospects of improvement without this treatment 
seemed very remote. That in such a case everything did not progress 
with complete freedom from complications does not seem to me 
necessarily to indicate a fault in the method. 

The chief disadvantages of the total operation as compared with 
the partial, are that it generally takes longer to perform and that 
the manipulation is more difficult. The greater time required may, 
however, be made up for, to some extent, by the fact that when the 
cervix is left a very exact arrest of all bleeding points should be 
obtained ; whereas when it is removed if there be some oozing after 
the patient is put to bed the blood escapes easily and it is therefore 
harmless. Indeed, unless the loss is dangerous from its quantity, a 
slight escape may be beneficial by reducing local tension and by 
washing away infective material. 
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The difficulties of manipulation are due to the great length to 
which the cervix occasionally attains and to the depth in the pelvis 
at which the surgeon may have to work. 


It is sometimes easier to cut away the uterus as low down as 
possible, and then to seize the rest of the cervix with a volsella and 
to cut it out. Mr. Bland-Sutton recommends that only the mucous 
membrane and the parts around it should be removed, a shell of 
cervical tissue being left. By this plan many of the advantages of 
the complete operation may be obtained, the chief of these being the 
removal of the lining membrane of the cervical canal. Mr. Bland- 
Sutton’s method has not, however, seemed to me easier of execution 
or more certain of securing a free escape of discharges than that by 
which there is a complete extirpation of the cervix. Moreover, 
when this part is much elongated, and I have seen it three inches 
in length, it must be very difficult to excise the central tube, and 
I think it must sometimes be almost impossible to be sure that the 
whole of the mucous membrane has been taken away. 


In considering the question as to the best method of performing 
an operation, the deaths immediately following the procedures under 
discussion may be important. Our President in a former debate 
on this matter quoted statistics showing that the mortality from 
hysterectomy was less when the cervix was taken away than when 
it was left, the figures being 8°27 per cent. against 8°64 per cent.* 
My own mortality would compare favourably with either of these 
figures if I exclude cases operated on by the old-fashioned serre-noeud 
method. I cannot give exact details because for a considerable period 
I left the cervix or removed it as I thought fit at the moment, and 
I find that I have not always been careful to state which method 
was employed in the cases that recovered. Statistics are, however, 
in my opinion of no value unless very large numbers are involved, 
and even then they may be misleading. There are so many cir- 
cumstances besides the surgical methods that may influence the 
death rate, and there may also often be a considerable range of legi- 
timate difference of opinion regarding the placing of cases in a table. 
Moreover bald figures may lead to false conclusions and a considera- 
tion of the individual cases leads me to believe that my fatalities 
are of no value in connection with the particular point raised in 
this paper. I set aside cases operated on by the serre-noeud method, 
from which I had eight deaths, six of which have already been 


* Obstet. Soc. Trans., 1905, p. 403. 
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published in detail* I also set aside two fatal cases in which 
malignant tumours were removed and in which it was, of course, 
right to take the cervix away if it was possible to do so. Besides 
these, I find only one fatality from the partial operation and five 
from total hysterectomy. Clearly it might be argued from these 
figures that the incomplete operation should at least have a further 
trial and might prove the more successful in my hands. Moreover, 
in the one fatality from the incomplete operation the body of the 
uterus was removed only because it was so closely incorporated with 
a deeply buried ovarian tumour that it was easier to excise than to 
leave it. The patient died next day from the direct effects of the 
operation, the duration and severity of which would certainly not have 
been lessened by an attempt to separate the uterus. As there was no 
tumour in this case, it might be ignored altogether, leaving my results 
from the incomplete operation for removal of fibroid tumours perfect 
so far as the mortality is concerned. 

Of the five cases in which death followed a total hysterectomy 
one might be dismissed on the same grounds, namely, because there 
was no uterine tumour. The patient was suffering from septicemia 
when I removed a large semi-solid ovarian cystoma, which was sup- 
purating in several places and so deeply buried in the broad ligament 
that it was again easier to remove the uterus than to separate it. 
This patient also died the day after the operation. 

In two cases in which there were large tumours, one a cervical 
fibroid, the other a tumour of the uterine body as big as a uterus 
in the seventh or eighth month of gestation, the cervix was so ex- 
panded that a pan-hysterectomy, or practically that operation, could 


not be avoided. Both patients died within forty-eight hours of the 
operation. 


Another of these cases is interesting in connection with the 
fact that a septic infection probably arose from the vaginal wound. 
The patient was 46 years of age, and I removed the whole uterus 
and both ovaries at the Samaritan Free Hospital in 1898. She 
had frequently suffered from bronchitis with expectoration, but 
immediately before the operation there was no sign of lung mischief 
except a few crepitant rales in the left apex. After the operation 


* Some complicated cases of abdominal section. Case ii., The Lancet, July 18th, 
1891, p. 119. 


Illustrations of some modes of death after ovariotomy. Cases iv. and vi., Med. 
Chir. Trans., 1895. ; 

Twenty-six cases in which an abdominal section has been performed a second time. 
Cases xii., xxi., and xxii. Med. Soc. Trans., 1896. 
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the patient was very restless from the first, the pulse was above 
120 for two days and the temperature rose to 103°8° on the second 
evening. 

There was no difficulty in getting the bowels to move or any evi- 
dence of peritoneal mischief. On the fifth day the calf of the left leg 
was swollen and painful and the temperature rose to 104°4°, whilst the 
pulse was 150. These unfavourable symptoms moderated, but on 
the sixth day the patient had a troublesome cough, and on the ninth 
expectoration was profuse. She took food well to the end and showed 
no signs of peritoneal mischief, but she gradually developed a general 
septicemia and died on the sixteenth day, the chest condition being 
certainly an important cause of the fatal issue; a post mortem ex- 
amination was not obtained. 

Whether the character of the bronchitis was altered by an in- 
fection from the contents of the genital tract, similar to that which 
caused the temporary swelling in the leg, is perhaps an open question, 
but it does not seem at all improbable. 

In the last of these fatal cases death was also due to a lung com- 
plication. Much blood was lost in separating adhesions from which 
the hemorrhage could not be arrested until the tumour had been 
released and removed from the pelvis. Several pints of normal 
saline solution were introduced into a vein with the most gratifying 
immediate results, but loud rales were heard all over the chest the 
same evening, and the patient died the next afternoon from acute 
bronchitis. She had not been subject to any lung trouble before the 
operation. I am inclined in this case to associate the transfusion 
with the fatal issue. The method is far too active to be unassociated 
with dangers of its own. Its employment must, to some extent, 
depend upon the anesthetist’s opinion of the condition of the patient, 
and it seems to me at present that there is a too great readiness 
to resort to this treatment. The tendency is largely fostered in my 
opinion by erroneous views on the condition of the blood vessels 
during severe operations. 

When I add one case in which a semi-pedunculate uterine tumour 
was removed from a pregnant uterus, the operation being followed 
by a miscarriage and death from septicemia, I have mentioned every 
case in my practice of death from operation for the removal of uterine 
new growths. Of the six cases bearing on the question raised, four 
died from the excessive severity of the operation, two from lung 
complications, and I do not think that any weight, either in favour 
of leaving or of removing the cervix, can be attributed to these results. 

Another view of the question at issue may be obtained from a 
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study of the remote effects of treatment. My colleague, Mr. Alban 
Doran, has published the results of a series of hysterectomies per- 
formed for fibromyomatous tumours, and recorded after an interval 
of not less than two years. He is inclined to favour a partial 
removal, the cervix and even a portion of the mucous membrane of 
the body of the uterus being left. By this procedure he suggests 
that a less troubled convalescence is obtained. 

The effects of the operation on the progress of the “change of 
life” are important. But, as was pointed out by Mrs. Florence N. 
Boyd in the debate on Mr. Doran’s paper, if we consider how much 
the troubles of the menopause may vary in women who have not under- 
gone surgical treatment and have had no recognized disease of the 
genital organs, it seems to me that we ought not to lay too much 
stress, in regard to this matter, on the results of a series of operations 
unless the indications are very strongly in favour of one view, and this 
was not asserted. 

Surgical treatment cannot, for example, make a neurotic woman 
cease to be so, and in those rare cases in which insanity follows an 
operation on the genital organs I think there is generally a predis- 
position to mental disorder. I only remember two such cases in my 
own practice and in each the patient came from an affected stock. 
In fact, when the condition of a patient after treatment is not satis- 
factory it may be that the method is not in any way at fault. 

I would suggest that women who are otherwise healthy generally 
make the best recoveries both as regards the immediate and the remote 
results of a hysterectomy. One of my earliest recollections of ab-_ 
dominal surgery is the remarkable success, as judged by the after 
results, of many cases in which the old operation, with the use of 
the serre-noeud and removal of both ovaries and Fallopian tubes, was 
employed. Similarly, by every modern method or combination of 
methods as regards taking or leaving the cervix and one or both 
ovaries, the most gratifying after results are common. When both 
ovaries have been removed I have seen patients get well so quickly 
that I am by no means persuaded that the leaving of an ovary or part 
of an ovary is so important a point as some surgeons believe. 

There are patients who are not so fortunate, but one of the worst 
cases of nervous disturbance after a hysterectomy in my practice 
was that of a patient aged 54 from whom I removed a very hard 
fibroid tumour which filled the pelvis and caused much trouble from 
its weight three years after the periods ceased. The tumour was 
so calcareous that I could not cut it with a knife. Its removal, the 
ovaries and cervix being left, was followed by a perfect convales- 
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cence, so far as the surgical condition was concerned, but for three 
years there was almost constant distress, especially in warm weather, 
from irritation of the skin all over the body. At the end of that 
time the health of the patient began to improve and she now says 
that she is very comfortable. 

From a consideration of such cases I hesitate to conclude that 
after-troubles, connected with the artificial induction of the meno- 
pause by removal of the uterus, should be attributed altogether to 
the method of operating, but from a careful study of the whole 
question I have formed the opinion that the advantages of removing 
the cervix decidedly outweigh the disadvantages both in theory and 
in practice. 

In theory the removal of the cervix seems to me exceedingly de- 
sirable for the reasons which I have stated and in practice the patients, 
in my experience, recover much more smoothly and comfortably after 
the total removal of the uterus. 

I would, therefore, urge that in performing hysterectomy 
excision of the cervix should be undertaken whenever there are no 
very special reasons against it; that, when time permits, the general 
health of the patient should be made as satisfactory as possible before 
this operation is performed; and that no woman should be advised 
to retain a fibroid tumour which has begun to have a definitely pre- 
judicial effect upon her health or which is of any considerable size. 
These seem to me to be the chief points to be attended to with a view 
to obtaining a still further success from this which is already one of 
our most satisfactory operations. 
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The Induction of Labour in Prolonged Pregnancy.* 
By R. G. McKerron, M.A., M.D., 


Physician to the Aberdeen Maternity Hospital; Senior Physician, 
Royal Hospital for Sick Children, Aberdeen. 


THE subject to which I propose briefly to direct attention is one 
which, although of obvious importance to all who are engaged in 
the practice of midwifery, has hitherto received little or no con- 
sideration from writers on obstetrics, namely, the management of 
those cases in which pregnancy is unduly prolonged. 

Prolongation of pregnancy beyond the normal duration, or even 
beyond what is regarded as the physiological limit, is a not un- 
common occurrence. All practitioners of experience must have seen 
cases where, seemingly at any rate, the normal duration has been 
exceeded. In view of the fact that our methods of estimation are 
untrustworthy, it is probable that in many of these cases, the sup- 
posed protraction was apparent rather than real; but, even after 
allowance is made for possible errors of calculation, there would seem 
to be no doubt that the duration of pregnancy exceeds the physio- 
logical limit of 285 days in a certain proportion of cases, probably in 
about 2 to 3 per cent. 

When pregnancy is unduly protracted effects are produced which 
have an unfavourable influence on the course of labour, and which 
involve increased risk for both mother and child. Evidence of this 
will be found in clinical records, and no doubt there are many un- 
published cases in which delivery was attended with serious 
difficulty from this cause. My own experience agrees with that of 
Hirst,! who was one of the earliest writers to appreciate the dangers of 
this condition. He states that some of the worst cases of obstructed 
labour he had ever seen were due to abnormal prolongation of 
pregnancy. 

My attention was first directed to the dangers which may result 
from undue protraction of pregnancy by a case which I saw in 1899, 
a note of which was communicated to the Branch meeting of the 
British Medical Association in the following year. 

A young married woman, under average size, but with a normal 
pelvis, expected her first confinement in the beginning of July, her 
last menstrual period ending on September 27th. Labour did not 


* Read before the Aberdeen Medico-Chirurgical Society, February 2]st, 1907. 
1. Hirst. Text-book of Obstetrics, p. 188. 





398 Journal of Obstetrics and Gynecology 


begin till the afternoon of July 28rd, no foetal movements -having 
been felt for a few days before. Examination at about 3 o’clock on 
the morning of the 24th showed the os to be more than half dilated, 
the membranes ruptured, the head in the first position and fairly low 
in the pelvis. Good progress was made till the head reached the 
pelvic floor, where it was arrested, and at 9a.m. the forceps was 
applied. With little effort the head was advanced till the anterior 
fontanelle reached the perineal border, but the greatest difficulty was 
experienced in getting the forehead and face free. Even after they 
were liberated they tended to slip back, a fact which made me remark 
to the nurse that the shoulders would give trouble. This proved to 
be the case, delivery of the shoulders and trunk was effected with 
great difficulty, and only after the arms had been brought down by 
means of the blunt hook, and after first the thorax and then the 
abdomen had been eviscerated. The child, which had been dead 
for some days, weighed 12 lbs.? 

The excessive development of the child, which was the cause of 
the difficulty in this case, could only be attributed to the abnormal 
duration of pregnancy. I have since seen other cases—of my own 
and in consultation—in which difficulty, more or less serious, occurred 
from the same cause. 

Clinical experience thus shows that this occurrence may occasion 
serious difficulty and danger during labour. A little consideration 
will explain why this should be so. 

When the feetus is retained in utero beyond the physiological 
time, it undergoes certain developments which necessarily influence 
the course of labour. 

(1) The child is longer and larger than normal, measuring some- 
times as much as 22 inches or more, and the whole skeleton is more 
developed, but there is often a diminution in the amount of fat, so 
that the actual weight of the child is less than might have been 
expected. Abnormal weight does not necessarily indicate protraction 
any more than a normal weight excludes it. 

(2) The circumference of the head is usually greater, while the 
cranial bones are unduly ossified and do not mould so readily as in 
the normal foetus. 

(3) In excessive intra-uterine development the shoulders, as 
pointed out by Herman, are larger in comparison with the head than 
is normal. This was certainly so in the case referred to, in which 
the shoulders occasioned much greater difficulty than the head. 

The influence of these changes on the course of labour will be 
apparent. Owing to the difficulty of extraction the child is liable 

“to be lost. Not only may the child perish during labour, but it not 
infrequently dies in utero before the onset of labour. A possible 


2. A report of this case will be found in a paper on “ Difficulties in Labour due 
to the Shoulders,” Scott, Med. and Surg. Journ., December 1900 
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explanation of this, as I suggested in a previous paper,! is that the 
thrombotic changes in the placenta, which normally precede labour, 
may become so advanced as seriously to interfere with the fetal 
circulation and lead to the death of the child. 


The effects of prolonged gestation are not, however, limited to the 
foetus. There are other effects which must be noted. The excessive 
distension of the abdomen may—more particularly in primi-gravide 
—lead to subsequent atony of the abdominal muscles and persistent 
enlargement of the abdomen. Further, Bossi? suggests that there 
may take place a premature fatty degeneration of the uterine muscle, 
similar to that which normally occurs in the puerperium, and he 
instances in support of his suggestion a case of Cesarean section in 
which he was able to demonstrate well-marked degenerative changes 
in the uterine muscle. Further evidence on this point is needed; 
and meantime the distension must be regarded as the chief cause of 
the uterine inertia and tendency to post partum hemorrhage which 
are so often met with in these cases. 

These considerations are sufficient to show that, besides threaten- 
ing the life of the child, undue prolongation of pregnancy is not 
without danger to the mother. Hitherto, this has not been sufficiently 
recognized. Most text-books, it is true, mention the possibility of 
an abnormal duration of pregnancy, and some refer to the dangers 
involved, but no author, with the exception of Hirst, proposes any 
means for their prevention. Even in clinical reports of cases of this 
kind, though the cause of the difficulty in labour is usually recog- 
nized, no suggestion for the management of similar cases is advanced. 
This is the more surprising as there are few conditions in which the 
treatment is so obvious, or in which it is more safe or effectual. 

The treatment consists in the induction of labour; and this should 
be carried out in all cases where there is clear evidence that preg- 
nancy has exceeded the physiological limit, and that its further 
continuance would probably involve a difficult or dangerous labour. 
For several years I have followed this course, and always with satis- 
factory results. 


It is almost unnecessary to point out that the apparent continu- 
ance of pregnancy beyond the normal time is not sufficient evidence 
of undue protraction, and does not of itself warrant the induction of 
labour. <A careful examination and estimate of the size of the child, 
particularly of the head in relation to the pelvis, are necessary before 
deciding to interfere. 

The induction of labour is especially advisable in primigravide, 
in whom there is no history of previous labours to guide us. 


Of the importance of this procedure experience has convinced me. 


1. Scottish Medical and Surgical Journal, December 1900. 
2. Gynakol. Rundschau, 1907. Ht. 1. 
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No doubt, as Hirst! observes, the general adoption of this method of 
treatment may occasionally lead to unnecessary interference, but, on 
the other hand, it will often prevent complications and difficulties of 
the most serious nature. Moreover, it involves no risk, certainly 
less than in allowing pregnancy to be unduly prolonged. For some 
time I have made it a rule to allow no primigravida to exceed the 
normal duration of pregnancy by more than a week or ten days, pro- 
vided I was satisfied that there was real protraction. An examination 
is made at term. If the pelvis is normal, a fact which should pre- 
viously have been ascertained, nothing is done for a week. Should 
labour not have begun it is induced in the usual way by the introduc- 
tion of a gum-elastic catheter. This is more quickly effective than in 
those cases in which labour is induced prematurely. An important 
advantage of this plan is that it leads more certainly to the detection 
of those minor contractions of the pelvis which may so easily be 
overlooked in routine examination, and which are so common a cause 
of difficult labour in primiparous women. 


Of several cases in which this procedure was followed I shall give 
the details of two. 


(1) A young married woman expected her first confinement about 
May 20th, 1905. She had a well-developed, roomy pelvis. Examina- 
tion at term showed the uterus to be over the average size. On the 
forenoon of May 31st, as there were no signs of approaching labour, 
the cervix still projecting into the vagina, I introduced a catheter. 
Early on the following morning labour began ; at 12-30 p.m., the mem- 
branes were artificially ruptured, and at 2-45 a living child, weighing 
93 lbs., was spontaneously born. Recovery without rise of tempera- 
ture. 


(2) A primigravida expected her confinement in the second week 
of February of this year, her last menstrual period having been from 
April 30th to May 5th, 1906. Her pelvis was somewhat under aver- 
age size, but this was not discovered in the usual examination during 
pregnancy. Examination at term showed the uterus to be of normal 
size. Finding a week later that the head had not sufficiently 
descended, and satisfied that pregnancy had exceeded the normal 
limit, I introduced a catheter on the afternoon of the 17th. Labour 
began at three o’clock on the following morning and progressed satis- 
factorily till at 1-45 p.m., with the os dilated to the size of a crown 
piece, the membranes spontaneously ruptured; further progress was 
slow, the head which was in the fourth position being insufficiently 
flexed. At 4-30 the forceps was applied and delivery completed, but 
with great difficulty owing chiefly to the absence of due flexion. 
The child, which was alive, weighed 8} lbs. The woman made a 
practically apyretic recovery. 


1. Norris and Dickinson. Tezxt-book of Obstetrics, p. 561. 
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The conclusions to which a consideration of these facts lead may 
be shortly summarized :— 


(1) Pregnancy is unduly protracted in about three per cent. of 
cases. 

(2) The condition is associated with danger to the child from 
(a) placental changes, (b) prolonged or difficult delivery. 


(3) It is unfavourable for the mother from (a) excessive disten- 
sion, which may lead to subsequent atony of the abdominal muscles 
and permanent enlargement of the abdomen; (b) difficult or ob- 
structed labour; (c) uterine inertia with consequent liability to post 
partum hemorrhage. 


(4) The dangers to mother and child can, and should, be avoided 
by the induction of labour. 


(5) This should not be done as a matter of routine, but only when 
there is satisfactory evidence that pregnancy is prolonged, and that 
its further continuance may lead to serious difficulties. 


is een. o Dieati.* a Minendins ANQ 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


A Case in which Delivery was Accomplished by 
Pubiotomy.* 


By E. Hastines Tweepy, F.R.C.P.I., 
Master of the Rotunda Hospital, Dublin. 


THE consideration of means for successful delivery in the presence 
of contracted pelvis has never failed to interest obstetricians, and for 
this reason I desire to report the following case, the most notable 
feature of which lies in the method adopted for overcoming obstruc- 
tion to delivery. 

On entering our labour ward on the morning of November 17th, 
1906, I was informed by our Charge Sister that a primigravida, 
et. 24, had been admitted during the night; that she was not in 
labour, and that the foetal head was ballotting above the brim. 

On palpation I found the woman’s condition as follows. The 
head lay in the lower uterine segment, and was freely movable, with 
its left parietal bone over-riding the pubic arch to some extent. 
During this examination the uterus contracted firmly on two occa- 
sions, these contractions were quite painless, and this made me 
naturally conclude that labour had not begun, notwithstanding the 
fact of the patient having declared that a mucous show had made its 
appearance on the previous day. 

External measurements gave some clue to the true size of the 
pelvis, they were as follows :— 


ea es = 
ee ee ee ee ee ee 
External conjugate ... ... ... ... ... 16cm. 


Having verified the accuracy of these measurements, I requested my 
Assistant Master to undertake the further investigation of the case. 


* Read before the Obstetric Section of the Royal Academy of Medicine of Ireland, 
March 8th, 1907. 
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He proceeded to ascertain the correct internal pelvic measurements 
by means of a Skutsch’s pelvimeter. 

[I may here remark that we possess in this instrument an in- 
expensive, simple, and exceedingly accurate aid to arriving at the 
length of the true conjugate as well as of that of the transverse 
diameter of the pelvis. | 

On making a vaginal examination he found the os was dilated to 
more than three-quarters of its full extent. The membranes ruptured 
at this time, and the escape of the liquor amnii was accompanied by 
prolapse of the cord. As a guide to further treatment it seemed to 
me now more necessary than ever to determine at least the internal 
conjugate diameter, and this could not be done without the adminis- 
tration of an anesthetic. We found the conjugata vera 65 cm., or 
slightly more than 2} inches. Under such circumstances it was 
perfectly evident that natural delivery could not take place, nor 
could the question of forceps be entertained, whilst version gave no 
hope of delivery save by the birth of a dead child. Operative pro- 
cedure accordingly narrowed itself down to one of three alternatives, 
Cesarean section, symphysiotomy, or hebotomy. 


Many objections to the first of these arose in my mind; the 
patient was already under an anesthetic, with the cord prolapsed, and 
the preparation for such an operation would have occupied the 
greater portion of an hour. I had no guarantee that the cord would 
continue to pulsate for so long a time. The operation would have 
been rendered difficult and dangerous, not only as a result of the 
prolonged escape of liquor amnii, but also because of the continuous 
anesthetic. 

Symphysiotomy did not seem in these respects to offer 
advantages very much greater, for although my personal experience 
of it has been entirely favourable, it cannot be said to be a simple 
operation, or free from many grave risks. 

Much has recently been written as to the ease and freedom from 
complications attending the sawing through of the pubic bone at one 
or other side of the symphysis. The advocates of this operation 
claim that it will almost entirely supersede symphysiotomy and 
Cesarean section, that it can be performed with ease and safety on a 
patient lying in her ordinary bed, and that, in fact, it is eminently 
the operation suitable for the general practitioner. This, then, was 
the operation I determined on, for although I was perfectly aware 
that the pelvic measurements were less than that considered the 
safety limit by many operators, there were still greater objections to 
be urged against any of its alternatives. 

Having shaved the pubes and disinfected the vulva and vagina, 
I proceeded to make a small stab incision over and down to the top 
of the pubic bone. This incision was situate about three-quarters of 
an inch from the symphysis on the left side, for the reason that it is 


Toneedyu- Pahiotomay AOK 
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advised to sever the bone on the side where the occiput is. Through 
the stab hole and in a direction behind the pubic bone was passed 
Déderlein’s powerful blunt needle. During its passage downwards 
it was made to hug the bone, and to ensure precision in this respect, 
a finger passed into the vagina guided the point with accuracy; the 
object aimed at being to pass the needle between the bone and the 
periosteum. When the needle was seen to bulge out the soft tissues 
beneath the pubes, it was cut down upon and made to emerge through 
the wound. Here it lay below and well to the side of the clitoris 
and urethra. <A Gigli’s wire saw was now attached to its eye, and 
was brought through the wound when the needle was withdrawn. 


So far all had gone well, but when once the sawing of the bone 
began, sudden and alarming hemorrhage ensued and continued 
throughout the process of bone severance. We are told that a sense 
of lessened resistance makes itself apparent on complete division of 
the bone. I can only say that this was not so in my case, though 
my assistants sitting on each side of the patient with their hands on 
the pelvis state that they were conscious of the change but did not 
immediately appreciate its cause. The bone did not gape as I had 
supposed it would do, and I am not in a position to state that the 
sawing process was not continued for a few seconds longer than was 
necessary, and was not a possible cause of some portion of the severe 
hemorrhage. This latter ceased as suddenly as it commenced, and 
was easily controlled by pressure of the soft parts against the pubes. 
Delivery by forceps was then attempted, but though the gap in the 
bone widened to the extent of three or four inches, it was not 
possible to make the head enter the brim. Internal podalic version 
was therefore adopted, and the delivery of a living child easily 
accomplished. 


Inspection showed a condition of very serious laceration of the 
soft parts, the cervix was torn into the lateral fornix, and the tissues 
lying between the gaping bones had given way in their entirety. It 
became necessary to repair these several tears, and for this purpose 
catgut was employed exclusively. Drainage of the compound frac- 
ture wound was provided for by a wick of iodoform gauze, and an 
ordinary binder kept the several aseptic dressings in position. 


The patient suffered from an extreme degree of collapse, and I 
cannot too greatly praise the zeal, skill, and attention of Dr. Wrench, 
my assistant master, and Dr. Wells, the clinical clerk, who worked 
assiduously for hours to restore her. 


The operation as thus performed has been modified in many 
particulars. I have not, however, satisfied myself that any of these 
modifications are superior in respect to ease of performance or 
efficiency to the one I have described. Many surgeons have reported 
similar lacerations to those which I encountered, and indeed they 


Tweedy: Pubiotomy 405 


will have to be looked upon as the rule rather than the exception in 
pubiotomy where the conjugate diameter falls below 7 cm. 

All are agreed that hemorrhage is the greatest peril likely to be 
encountered during this operation; and that this proves at times un- 
controllable is shown from a recently reported case in which a fatal 
hemorrhage occurred in the practice of v. Rosthorn, Heidelberg. 

My patient’s temperature rose upon three occasions to 100°8°F. 
It fell to normal on the eleventh day, and remained so to the day of 
her discharge at the end of the ninth week. This prolonged stay in 
hospital was rendered necessary because of the circumstances of her 
case which compelled her to start manual work immediately on 
leaving. The soft parts had entirely healed before the end of the 
third week, and locomotion was unimpaired at the time of her 
departure. The bones had united well with an apparent widening 
of about one-quarter of an inch. 


Since writing the above I have performed two other successful 
pubiotomies without encountering any of the accidents or complica- 
tions met with in the first case. 
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II. 


A Case of Supposed Recurrence after Vaginal 
Hysterectomy for Cancer of the Cervix.* 


By C. Husert Roserts, M.D., F.R.CS., 
Physician to the Samaritan Free Hospital for Women, London. 


Mrs. B., ext 43, multipara, was admitted into my wards at the 
Samaritan Free Hospital, October 19th, 1906, with the history of 
nine months’ bleeding and discharge from the vagina. For three 
months she had noticed pain and had lost flesh. On examination 
there was a well marked patch of ulceration on the posterior lip of 
the cervix extending upwards as far as the os internum. The growth 
was very friable and bled profusely on touch. The uterus itself was 
mobile and could be drawn downwards with a volsella. I could 
not detect any parametric thickening in the pelvis by vaginal or 
rectal examination. The general health of the patient seemed good. 

On October 22nd, 1906, I removed the uterus by vaginal hyster- 
ectomy. The operation was rather difficult owing to adhesions in 
Douglas’s pouch, which were probably old. I had trouble also with 
the left broad ligament due to the slipping of some ligatures, and 
the patient lost a good deal of blood before the pedicle was finally 
secured. I used silk ligatures. 

The convalescence of the patient was normal; the ligatures on 
the right side soon sloughed away but several on the left remained 
quite firm, and before the patient left the Hospital I decided to cut 
them short and leave the knots in situ. This bears on the subse- 
quent history of the case as will be shown. 

In December, 1906, two months after the operation the patient 
returned to show herself, and I then found that there was a suspicious 
patch of granulations high up on the left side of the vaginal roof 
in the region of the scar. The granulations were soft but bled very 
readily, and, as I feared that recurrence had already taken place, 
I advised the patient to come into the Hospital again for operation. 
She, however, refused to do this, and went elsewhere for treatment. 

On February 9th, 1907—five months after the original operation 
—the patient returned to the Hospital, and I found that the mass 
in the roof of the vagina had increased considerably in size, and 
there was very suspicious bleeding. I advised the removal of the 


* Communicated to the Obstetrical Society of London, March 6th, 1907. 











Fig. 1. Section of the original growth. It is an atypical 
squamous-celled carcinoma. The growth had infiltrated the 
vaginal portion of the cervix nearly as far as the os internum. 





Fig. 2. Sectiou of the supposed recurrence. It is not 
malignant in any sense. a.a. Fibrous and granulation tissue, 
with many thick walled vessels. 0.6. Well marked plice of the 
Fallopian tube which had been included in the ligatures. 
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mass and this was done on February 11th, 1906. The growth was now 
the size of a large mulberry and seemed to have a very tough pedicle. 
On cutting through this with scissors several knots of thick silk were 
discovered embedded in fibrous tissue and granulations. No in- 
filtration of the vaginal scar or parametrium could be detected. The 
area of the operation wound was freely cauterized. 

I showed sections at the Obstetrical Society of London both of 
the original growth in the cervix and the supposed recurrence. The 
former was an atypical squamous-celled carcinoma, while the latter, 
much to my astonishment, was not a malignant growth at all. It 
consisted merely of fibrous tissue covered with granulations, the 
whole forming a papillomatous mass. On section the stroma showed 
much small-celled infiltration and contained thick-walled vessels. 
In the centre of the growth was an area consisting of large mucous 
folds which without any doubt were altered plice of the left Fallo- 
pian tube that had been included in the ligature. 

I think this case is of some clinical interest and though possibly 
it is not an uncommon condition after vaginal hysterectomy, such 
“recurrences” should be subjected to microscopical examination as 
they may be mistaken for cancer. Cases of this sort have, of course, 
been reported from time to time, and I remember one in the old 
days of a very similar nature when the stumps of both tubes had 
been included in the pedicle of a fibroid removed by the clamp 
method of performing abdominal hysterectomy. These included 
tubes subsequently gave rise to curious recurrent hemorrhages from 
the stump. 

I regret, in my own case, that I used such thick silk for my 
ligatures and that the knots were left in situ. I evidently included 
the Fallopian tube, the stump of which subsequently gave rise to 
the papillomatous tumour found in the vagina. In this case the 
proliferation was mostly due to an overgrowth of the mucosa of the 
tube which then became covered with granulation tissue. 
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III. 


An Unusually Large Adeno-Fibro-Myomatous Poly- 


pus of the Cervix Uteri, Simulating a Malignant 
Growth. 


By Joun Benyamin Hetwier, M.D. 
Obstetric Physician to the Leeds Infirmary. 


THE specimen described in this paper and depicted in the accom- 
panying drawing is a very large adeno-fibro-myomatous polypus, 
which grew from the cervix uteri. There is nothing remarkable in 
finding a cervical polypus composed of such histological elements, 
but the size and naked-eye appearances are exceptional. 

The patient was a single woman of 47, whom I saw in consulta- 
tion with Mr. F. H. Wood, of Wakefield, in April, 1906. She was 
well nourished, had had no serious illness, and said that she 
had not passed the menopause. For the last two years she had 
suffered from menorrhagia and metrorrhagia, and recently there had 
been some dysuria. No foetor had been noticed in the discharge. 

The vagina was filled with and distended by a large mass of new 
growth, which bore a close resemblance to an ordinary cauliflower ex- 
crescence of the cervix, the os being out of reach on simple digital ex- 
amination. Admitted into the Leeds Infirmary, she was examined 
under an anesthetic on May Ist, 1906. On seizing the spongy, brittle 
mass of growth with forceps a portion readily broke away. When the 
cervix uteri was seized with a volsella the mobile uterus was easily 
drawn down to the vulva, and the whole mass could then be de- 
livered. The vaginal portion of the cervix was normal. The growth 
was attached by a narrow pedicle just within the os externum and 
the attachment was easily torn through. The sound showed the 
cervical canal to be occluded. 

After scraping the cervix free from soft tissue and disinfecting 
the vagina, I performed a very easy vaginal hysterectomy. The 
patient made a quick and uncomplicated recovery. I saw her seven 
months later and found her quite well. 

The uterus was small and free from new growth, except as regards 
the polypus. This measured 5 in. by about 3} in. and had no capsule. 
The fissured lobulated appearance is well represented in the plate. 
A sketch of the microscopical appearance magnified about 120 dia- 
meters is here given. This shows that the polypus consists of 
glandular tissue in a stroma of fibrous tissue and unstriped muscle. 

















Dr. Hellier’s case of adeno-fibro-myomatous polypus. 


























Dr. Hellier’s case of adeno-fibro-myomatous polypus uteri. Microscopic 
section ( x 120), 
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The large gland-spaces are lined by a perfectly uniform layer of well- 
formed epithelial cells which show no tendency to invade the stroma. 
The structure is that of an adeno-fibro-myoma. 

Polypi may grow from the cervix, consisting of the same histo- 
logical elements as the cervical tissue, and these may be blended 
in all proportions, so that some are almost pure adenoma and some 
almost pure fibroma or myoma. Usually they do not reach a large 
size, in the smaller sizes they are of course exceedingly common. The 
very large examples are rare, partly because they are discovered and 
treated early in most instances. I find a reference to the more 
advanced cases in Dr. Haultain’s article on Benign Uterine Growths, 
in Allbutt, Playfair and Eden’s System of Gynecology, where one 
weighing 21 ounces is mentioned. 

The structure of this polypus was more purely innocent than I 
knew at the time of operation, but I see no need to defend the removal 
from a single woman of 47 of a uterus, the tissues of which showed so 
great a tendency to proliferate. 

The specimen was shown at the meeting of the North of England 
Obstetrical and Gynecological Society, in Manchester, in January, 


1907. I am indebted to Dr. R. S. Nichol for his excellent drawing 
of the growth. 


27 
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IV. 


A Case of Paralysis of the Intestines with Regurgitant 
Peristalsis following Delivery. 


By Rosert Jarpinz, M.D., etc., 


Professor of Midwifery, St. Mungo’s College, Glasgow; Senior 
Physician, Glasgow Maternity Hospital, etc. 


Mrs. B., et. 28, iv.-gravida, full time. This patient’s first child had 
been born at full time, macerated; the second one at full time with 
instruments, but it had only lived a few minutes, and the third one 
at full time naturally, alive. The present labour had commenced on 
the afternoon of January 25th, 1907. A nurse from the Hospital 
had seen the case and, unfortunately, had ruptured the membranes 
early in the first stage of labour. The labour was very slow, and 
the os was not fully dilated until the 27th. The outdoor house 
surgeon then applied Neville’s forceps but failed to deliver, so he 
brought the patient into Hospital. 

On admission, the patient was considerably exhausted with a pulse 
of 120. The retraction ring was apparent, and on palpation the 
child was found to be of large size. The head was above the brim 
and overlapping. The fetal heart was quite audible. The diagonal 
conjugate measured 4} in. 

Neville’s forceps was again tried with the patient in the Walcher 
position, but delivery could not be effected. Milne Murray’s instru- 
ments were now tried, and the child was delivered after a short 
but hard pull. The child was still-born and weighed 93 lbs. The 
head measurements were as follows :—occipito-mental 6 in., occipito- 
frontal 5 in., bi-parietal 33in., bi-temporal 3in., sub-occipito- 
bregmatic 44 in. The placenta was adherent and had to be removed 
by the hand. 

After delivery 20 m. of extract of ergot and 1/;, gr. of strychnine 
were given to the patient hypodermically, and the strychnine was 
continued four-hourly in '/,. gr. doses. 

January 28th. The patient was sick and vomited some dark 
coloured bilious material. She complained of abdominal pain and 
there was considerable distension. The stomach and colon were 
notably distended. The urine was passed involuntarily; the bowels 
did not act. Linseed meal poultices somewhat relieved the pain, but 
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a large turpentine enema gave no result. The temperature ranged 
from 99° to 99°8°F., and the pulse from 94 to 110. Small quantities 
of milk diluted with hot water were given frequently, and } fl. oz. 
of champagne hourly. 

January 29th. The vomiting was incessant, of a dark material 
with a faint fecal odour. The abdomen was much distended, rigid, 
and painful on pressure, the site of the maximum intensity of the 
pain being in the epigastrium. No definite sign of an intestinal ob- 
struction could be detected. The temperature was 97°6° to 98°2°F., 
and the pulse 92 to 116. 

It was decided to wash out the stomach, and this was done at 
2-30 p.m. with normal saline solution. Several basinfuls of dark 
pultaceous material with an admixture of bile and altered blood 
were flushed out. A similar procedure was carried out at 5p.m., 
8p.m., and 12p.m. The last washing was comparatively clear. 
From the commencement of the stomach lavage there was no re- 
currence of the vomiting, and after each washing-out the patient 
expressed herself as feeling much less uncomfortable and less 
nauseated. The urine was still passed involuntarily. A large tur- 
pentine enema had no effect, but in the evening flatus was passed 
freely and a small but well formed motion. The strychnine and 
champagne were continued, and to relieve the abdominal pain poul- 
tices were applied and } gr. of morphia was given hypodermically. 
Nutrient enemata were given alternately with meat enules every 
six hours. 

January 30th. The patient was much improved. There was no 
sickness and the abdominal distension had decreased. There was 
much less pain in the abdomen, but the patient complained of a | 
stabbing pain in the left side of her chest catching her on breathing. 
An examination revealed nothing beyond a few rhonchi. Spongio- 
pilin sprinkled with a mixture of equal parts of the liniments of 
aconite, belladonna and chloroform (A.B.C.) was applied, and inhala- 
tions of Tr. Benzoini Co. were given. The urine was still passed in 
bed. Flatus was passed freely and a well formed small motion. The 
temperature was 97°2° to 99°F., and the pulse from 70 to 88; the 
respirations were 26. The strychnine, champagne and nutrient 
enemata were continued, and in addition 1 fl. oz. peptonized milk was 
given by the mouth. 

After that, the patient steadily improved, and by February 2nd she 
had regained complete control over the bladder. The rectal feeding 
was now stopped. The patient was dismissed well on the 13th of 
February. 

The patient stated that throughout her pregnancy she had suffered 
frequently from nausea and vomiting, but that otherwise her general 


health had been good. 
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In two of my Cesarean sections I have seen this same condition 
of paralysis of the intestines with vomiting of dark grumous material. 
Both of these patients died from exhaustion, and the post mortem 
examination revealed nothing to account for the condition. In 
neither of them was there the slightest indication of any peritonitis. 
More or less paralysis and distension of the intestines is common 
after abdominal operations, but as a rule, it soon passes off. When 
it persists, it becomes a very serious complication, even when there is 
no peritonitis present. In this case the pulse and temperature did 
not indicate the presence of peritonitis, and if it had been present 
I do not think the patient would have recovered. The careful and 
thorough washing out of the stomach probably saved the patient and 
for this I am indebted to my resident, Dr. Grier, who was unre- 
mitting in his care of the patient. 
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¥. 


A Case of Subcutaneous Emphysema During 
Labour. 


By Rosert Jarprne, M.D., etc., 


Professor of Midwifery, St. Mungo’s College, Glasgow; Senior 
Physician, Glasgow Maternity Hospital, etc. 


Mrs. K., wt 22, at full time of her first pregnancy, was admitted 
to the Glasgow Maternity Hospital on the afternoon of February 
10th, 1907. A midwife had been in attendance and had ruptured the 
membranes about 1 a.m. on the 10th. The patient had vomited a 
great deal, and about 5 a.m. on the 10th she had experienced a chok- 
ing sensation and fulness in her neck. With each attack of vomiting 
there was an increase of the swelling and it quickly spread to the 
face and eye-lids. A doctor was called in, and he at once sent the 
patient into Hospital. 

On admission, the patient was in a very exhausted condition. 
Her face was much swollen and very edematous looking—the facies 
of acute nephritis—but on palpation the face, neck, chest, and a 
portion of the abdominal wall were found to be extensively emphy- 
sematous, crepitations being easily felt. The condition was more | 
marked on the right side. There was very little discomfort except 
on deep inspiration, when the patient complained of lancinating 
pain over the apices of both lungs. The pulse was very feeble, 130. 
The retraction ring was present, and the bladder much distended. 
The os was the size of a crown piece, and the head presented, but 
was not engaged. The diagonal conjugate measured 33 in. 

The os was dilated manually and the forceps was applied but 
not persevered with, as there was little hope of delivering therewith. 
Craniotomy was performed and delivery effected by means of the 
combined instrument. During delivery the patient was in a very 
critical condition. At times, her breathing was very shallow and 
her pulse so feeble and rapid that it could not be counted. Strychnine 
1/3. gr. was given hypodermically, and also 20 m. extract of ergot. 
The strychnine was continued in !/,,gr. doses four-hourly for a 
few days. 

The emphysema gradually disappeared and was gone on the 
seventh day after delivery. The recovery was uninterrupted, al- 
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though we fully expected the patient would become septic, as the 
midwife was reported to have examined very frequently. 

A careful examination of the chest revealed nothing except that 
the breath sounds over the apex of the right lung were somewhat 
harsh, but there were no rales. There was a slight cough but no 
expectoration. 

The usual explanation of these cases of subcutaneous emphysema 
occurring during labour is that the air comes from a ruptured vesicle 
in the apex of the lungs, but Herrgott maintains that it is the 
trachea or bronchus which ruptures during expiration associated with 
a violent effort or cry. In this case the lancinating pain complained 
of at the apices of the lungs during deep inspiration would seem to 
point to the rupture having occurred in that region. 

Subcutaneous emphysema is a very rare complication of labour. 
This is the only case I have ever seen. There is practically no danger 


from it, but when it occurs the labour should be finished as soon as 
possible. 
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VI. 
A Case of Suppurative Ophthalmitis after Labour. 


By Roserr Jarpinz, M.D., etc., 


Professor of Midwifery, St. Mungo’s College, Glasgow; Senior 
Physician, Glasgow Maternity Hospital, etc. 


Mrs. K., et 42, vi. para, full time. The patient was a stout woman 
with a fatty dilated heart. There was no evidence of any valvular 
lesion of the heart. The labour, which occurred on the 27th of 
January, 1907, had been normal in every respect, except that the 
patient was very breathless and her pulse rapid, 130. After delivery 
there was still some breathlessness, respirations 30, but the pulse fell 
to 100. The temperature was normal. 

January 28th. The patient felt very well, but was still somewhat 
breathless, respirations 30, and pulse 100. The temperature was 
normal, the lochia were normal, and there was no abdominal ten- 
derness. 

January 29th. She had a good night, but when she awoke in 
the morning she complained that she could not see. She said there 
was “something over her eyes.” The pupils were moderately con- 
tracted, and there was marked photophobia. The temperature was 
normal. 

January 30th. She was quite blind. The inner surface of the _ 
eyelids was swollen and congested and there was slight redness of 
the ocular conjunctiva. The temperature was 101°F., but there 
was no abdominal pain or tenderness, and the lochia were normal. 

January 3lst. There was great restlessness throughout the night, 
and some delirium towards morning. I saw the patient early in the 
day in consultation with her attendant, Dr. Hill of Renfrew. Both 
eyes were very red and swollen, and the cornese were opaque. The 
eyeballs somewhat resembled boiled onions. They were evidently 
hopelessly affected. The patient resented any examination, and was 
rather obstreperous. The temperature was 101°4°F., and the pulse 
140 and very feeble. Death ensued about 15 hours after my visit. 

The treatment adopted was to keep the eyes as clean as possible 
with boracic solution; strychnine was given hypodermically and 
brandy by the mouth. 


Suppurative ophthalmitis is not a very common condition, but 
it occasionally occurs in septic conditions following operations or 
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injuries, and sometimes in cases of pneumonia and influenza. A 
few cases have been recorded in connection with the puerperium. 
My friend, Dr. Leslie Buchanan, has gone over the literature of the 
subject in connection with a case he recently published, and he has 
found records of seven puerperal cases published within the last ten 
years. In two of these cases both eyes were involved. 

In the case just recorded, Dr. Hill was unable to find any evidence 
of septic infection in the uterus, but there may have been some other 
focus of infection. The temperature does not bear this out, but one 
can hardly imagine that anything else could have caused such a 
sudden destructive lesion in both eyes. Unfortunately there was 
no post mortem examination. 

I am indebted to Dr. Hill for the notes of the case. 
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REVIEW OF CURRENT LITERATURE. 





OBSTETRICS. 
Prolonged Gestation. 


Bossi (L. M.). Gyndkologische Rundschau. Bd. i., Heft 1—Cases of 
prolongation of pregnancy beyond the usual time of 285 days are regarded 
as being extremely rare, but in Bossi’s experience they occur much more 
often, and may give rise to very serious complications. Including slight 
cases, which have no undue influence on labour, he considers them to occur 
in 2°3 per cent. of pregnant women—at least in his part of Italy. He 
has further observed that they are especially frequent in certain months 
and years, Such months in 1904 and 1906 were March, April and May. 
Certain women, also, seem especially prone to the condition, and have it 
in repeated pregnancies. He quite admits that it is very uncertain to 
estimate the duration of pregnancy from the history of coitus, menstrua- 
tion or foetal movements. The characteristics of the condition as regards 
the foetus are (1) excessive length; (2) a great degree of ossification and 
enlargement of the bones of the head; and (3) a marked disproportion 
between the length of the foetus and ossification of the bones, in comparison 
to the weight, which is usually less than it ought to be under such 
circumstances. Indeed when the foetus remains an abnormally long time 
in the uterus there seems to be a decrease in the amount of fat and a 
corresponding increase in the development of the bony skeleton. The 
effects on the course of labour are obvious. The excessive ossification of 
the cranial bones prevents moulding of the head ; the undue circumference 
of the head causes obstruction, and the undue development of the rest of 
the bony skeleton prevents the foetus taking up the attitude which it 
usually has during labour. So far Bossi has observed 52 cases; the - 
clinical details of seven are given; in all these the gestation period was 
estimated at from 295—305 days. The foetuses all showed the characteristics 
given above; one was macerated; in three cases labour was induced by 
Krause’s method, followed by delivery by forceps; one was delivered by 
pubiotomy, and in two craniotomy was performed ; two of the patients had 
had the same condition intwo former pregnancies. Another striking fact is 
that inertia uteri is very frequent in these cases. Perhaps this may be due to 
the fatty changes that take place in the uterine muscle when pregnancy 
has run its full normal course, and which therefore occurs in these cases 
before the uterus is empty. Bossi has confirmed this from another case, 
in which he performed Cesarean section; he kept a small piece of the 
uterus for microscopical examination, and found abundant fatty degenera- 
tion in the muscle fibres. As to treatment, if a diagnosis is made, labour 
should be induced by Krause’s method ; if there is no chance of obtaining 
a living child through the pelvis, pubiotomy should be performed. There 
is no doubt that many cases of death of the foetus and also of post partum 
hemorrhage are caused by an undue prolongation of pregnancy. The 
recognition of the condition has also an important place in forensic 
medicine, and especially in a country like Italy, where the law places 
the limit of legitimacy at 300 days. Earpty L. HoLianp. 
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Pregnancy after Atmocausis. 


Meyer (P.). Zentral. fiir Gyndkol., No. 6, 1907. The writer of this 
paper claims interest for the case recorded (1) because atmocausis per- 
formed for the purpose of sterilization failed; (2) atmocausis is proved 
hereby to occasion a danger where it is followed by gestation. The 
patient, a married woman, aged 36 years, was admitted in September, 
1906. She had been pregnant 22 times. The third puerperium was febrile 
and lasted for twomonths. After the fourth pregnancy epilepsy supervened. 
The eighteenth resulted in abortion and was accompanied with fever for 
which the uterus wascuretted. In December, 1895, sterilization was attempted 
by hot vapour ; it failed ; the woman continued to menstruate, and became 
pregnant. A sound was passed, but the gestation continued. During the 
whole of term there was great pelvic pain, labour-like in character. Severe 
hemorrhage set in at the fifth month, and for this she was admitted. The 
stenosed cervix was dilated, but the finger could not reach the ovum. A 
spur was felt four centimetres above the internal os, also right and left 
of this a recess, so that the fundus with its tubal angles was thought 
to be reached, and pregnancy in a horn or tumour in the posterior uterine 
wall was thought of, but on further examination the passage past the spur 
became dilated to the size of a shilling, and through the aperture the lower 
pole of the ovum was felt. The membranes were ruptured, and with great 
trouble a foot was drawn through the stenosed area (past the spur), and a 
weight of 500 grammes attached. Pains set in, but disappeared, so the 
weight was increased; the labour lingered all night; rigors set in next 
morning, and finally the head was delivered after perforation under 
anesthesia. The adherent placenta was removed by hand. In doing 
this the left uterine wall was found to be thinned out, the gestation sac 
lying in a loculus in the muscle wall, whilst the right wall and cavum 
proper took no share in the accommodation of the foetus; the right wall 
was much hypertrophied. After piecemeal removal of the placenta the 
uterus was douched with lysoform solution and firmly packed. Fourteen 
days later the patient was discharged ; there was no pain, but the uterus 
was still large, with the right half harder than the left. The author 
explains (most satisfactorily as it seems to us) that the thinning of the left 
uterine wall was due to insufficient mucous membrane for the ovum to 
become embedded ; consequently it burrowed into the muscle, as it does in 
tubal gestation, and took up the position of an intra-mural myoma. He 
explains the early symptom of pain in the stretching of the muscular 
capsularis which invested the growing ovum. CurHBert LocKrEr. 


The Importance of Trauma in connection with the Continuation of 

Pregnancy. 

Nev. Archiv fiir Gyndkol. Bd. lxxx., Heft 2, page 408.—The author 
records two cases in which intra-uterine death of the foetus occurred after 
severe hemorrhage from small wounds of the vagina. In Case i. the 
hemorrhage was due to a small eroded varicose vein ; in Case ii. a nodule 
equal in size to that of a pin’s head had been removed from the vagina, with 
subsequent severe bleeding. A third case was operated upon during the 
24 month of pregnancy for stenosis vagine acquisita p. partum with 
subsequent severe hemorrhage. This patient went to term. The author’s 
fourth patient was operated upon for empyema of the gall-bladder and 
peritonitis during the 4-5 month of pregnancy, and was subsequently 
delivered of a full-term child. -. s. 
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Two Cases of Vesicular Mole with Convulsive Attacks of 

Eclamptic Type. 

Rossi-Dor1a. La Ginecologia, December 15th 1906—The author 
describes two cases in which fits resembling those of eclampsia accompanied 
vesicular molar pregnancy, and refers to similar cases recorded by 
Hitschmann, Raineri and Malichecq. Among 310 recorded cases of 
vesicular mole, in which an account of the clinical symptoms is given, 
there were in 182 symptoms pointing to auto-intoxication, viz., vomiting, 
albuminuria, cedema, wasting, anemia, drowsiness, dyspnoea, tachy- or 
bradycardia, neuralgia, fainting, ete. In more than 50 per cent. 
symptoms of intoxication, quite apart from bleeding and the resulting 
anemia, determined the attendant to empty the uterus, although the 
pregnancy had been diagnosed as being molar in very few cases. 


Henry Russert ANDREWS. 


Hematological Researches in a Case of Pregnancy after 

Splenectomy. 

Cova (Ercoxe). La Ginecologia, December 15th, 1906.—A woman, 
aged 36, became pregnant nine months after splenectomy had been 
performed on account of malarial enlargement. No alteration referable 
to the effects of the operation could be found in the number of red 
corpuscles or in the hemoglobin-richness. While there was no alteration 
in the total number of white corpuscles there was a change in the relative 
numbers of the different varieties, the polynuclear forms being more 
abundant and the lymphocytes less abundant than usual. The number of 
eosinophile corpuscles was normal. Hewry RusseLt ANDREWS. 


Pyelonephritis of Pregnancy. 


Reep (Cuarues B.). Surgery, Gynecology and Obstetrics, February, 
1907.—The author states that the generally accepted etiology of this 
condition assumes the presence of a urinary stasis from compression of 
the ureters by the growing uterus, to which is added an infection by 
micro-organisms through systemic channels, or by ascent from the lower 
urinary passages. He is not in agreement with this. The condition occurs 
in males, and he considers this disposes absolutely of the necessity of 
considering a stasis by ureteral compression as essential to the etiology. 
Occasionally the disease appears before the fourth month, when internal 
compression is highly improbable, and in puerperal cases it cannot be 
from compression. He urges various other reasons against this compres- 
sion stasis theory. His own theory is that “pyelonephritis may be regarded 
as a distinct disease of gestation due to degenerative changes in the renal 
epithelia and parenchyma from the transudation or excretion of toxins 
of pregnancy, plus bacterial invasion probably of vesical origin.” The 
degenerative changes are such as accompany the “ pregnancy kidney,” 
but of a greater degree. He says: “There is reason to believe that pyelo- 
nephritis may be the result of toxic changes (plus bacteria), which would 
class it as an extension of the changes found in ‘ pregnancy kidney,’ and 
that further extension of the processes might result in eclampsia.” He 
draws certain analogies between the two conditions. In both the attack 
can be easily associated with the period of the greatest toxicity; in both 
a certain percentage recover and go to term, while others are prematurely 
confined; and in both diseases relief is experienced after emptying the 
uterus. The author discusses the symptoms, diagnosis and treatment. 
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In regard to treatment, surgery is ineffectual. The patient should be kept 
in the dorsal position in bed, and have plenty of milk and mineral waters, 
with urinary antiseptics, like urotropin, quinine, salol or boracic acid, 
morphine for the pain and strychnine when necessary. Obstetrical inter- 
ference is not generally necessary, but it may be called for, and in such 
cases it should not be postponed until the patient’s chances are too 
seriously diminished. RoBERT JARDINE. 


Complications of Pregnancy. 


Hamitton (J. A. G.). Australasian Med. Gazette. Vol. xxv., No. 11.— 
Examples are given of the following complications of pregnancy :— 

1. Hyperemesis in a patient who also presented symptoms of 
peritonitis. Laparotomy was performed, but nothing was found amiss 
with any of the abdominal or pelvic viscera. The patient aborted a few 
hours after the operation, and recovered. No explanation is offered of 
the origin of the symptoms of peritonitis. 

2. Eclampsia treated by decapsulation of the kidneys. The patient 
was in a semi-conscious condition, and had passed only fl. oz. ij of urine 
in the preceding 24 hours. She was stated to have had three convulsions. 
She was treated with purgatives and thyroid extract for 24 hours. She 
had no more fits, and her general condition seemed to have improved 
slightly. Renal decapsulation was performed, but no marked improve- 
ment was noticed until she miscarried 48 hours after the operation. 

3. Twisting of the pedicle of an ovarian cyst. In this case operation 
was performed for acute appendicitis. The mistake in diagnosis was not 
discovered until the abdomen was opened. The patient recovered perfectly 
and did not miscarry. ABERNETHY WILLETT. 


Chorea Gravidarum. 


Watiace (H. K.). British Med. Journ., 1907. Vol. i., p. 260.—In a 
primigravida, aged 18, who had had chorea at 14, choreic movements 
commenced a week before the onset of labour, during which the movements 
became so violent that it was necessary to administer chloroform and 
complete delivery. Four days later the chorea had disappeared. Four 
years later choreic movements commenced in the eighth month of the second 
pregnancy, and became rapidly worse, so that the patient was absolutely 
helpless, and could only be fed with difficulty. Labour was spontaneous 
at term. Chloroform was given, and forceps was applied. The chorea 
disappeared in ten days. Drugs were unsatisfactory in both attacks. 
Arsenic, iron, morphine, bromides and chloral were tried without effect. 
Paraldehyde seemed at first to lessen the movements and induce sleep, 
but soon lost its effect. Frank E, Tayzor. 


Mensuration of the Child in the Uterus by New Methods. 


McDonatp (Exuice). Journ. of American Med. Assoc. Vol. xlvii., 
No. 24.—In this paper full details are given of a new method of 
measuring the long diameter of the foetal head in utero. In the author’s 
hands it has proved extremely trustworthy as tested by the comparison of 
measurements of the foetal head before and after birth. The importance 
of the bi-parietal diameter is insisted on, and a method of deducing this 
from the occipito-frontal diameter is given. The author further states 
that in his experience he has never seen a child successfully delivered 
when the bi-parietal diameter was greater than the true conjugate. This 
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assertion would seem rather sweeping, since the author admits that the 
bi-parietal diameter can only be deduced, and not exactly measured, 
before delivery, and nowhere in the paper is it stated by what method the 
size of the true conjugate was arrived at. If the measurements of the 


head and conjugate are taken after birth the truth of the assertion is 
self-obvious. A. W. 


Nephrectomy followed by Pregnancy and Labour. 


Nosie (Cuarves P.). American Medicine. New Series, Vol. i.— 
Ten cases of pregnancy and labour following nephrectomy are quoted. 
In none were any untoward symptoms noticed. A. W. 


Aseptic and Septic Midwifery at the Liverpool Workhouse 
Hospital. 

ALEXANDER. Lancet, 1907. Vol. i., p. 940.—The writer describes the 
methods adopted at this hospital to keep the infected cases separate from 
the normal ones, and gives notes of three fatal cases from the obstetric 
wards, and of 32 cases of puerperal fever treated in the isolation wards. 


J. S. F. 


The Teaching of the Expectant and Suckling Mother. 

Syxrs. Lancet, 1907. Vol. i. p. 944—This is the abstract of a 
lecture by the Medical Officer of Health of St. Pancras, in which public 
and private effort is advocated to teach expectant mothers to prepare for 
nursing and to assist ill-fed mothers in obtaining proper nourishment to 
prepare for and maintain breast-feeding. Reference is made to what 
has been already done in this country and in France in this direction. 


J. S. F. 
Subchorionic Cysts in the Human Placenta. 


Bitanp. Beitrige zur pathologischen Anatomie (Ziegler). Bd. xl., 
Heft 2.—From examination of these cysts in six human placente, of which 
four were full time, and two at the sixth and seventh month, Biland is 
of opinion that they originate from degeneration of the “chorion 
frondosum” giving rise to spaces between the cells due to colliquative 
degeneration of the cell layers. They do not contain mucin, and their 
further growth is due to stagnation of the circulation between the villi. 
They are most frequently seen in marginal placente. The chorion 
frondosum is raised by the growth of the cyst and pressed against the 
foetal membranes, until its further growth is prevented by the umbilical 
vessels. The wall of the cyst is thus formed superficially by chorion 
frondosum, and deeply by the fibrous tissue of the chorion, and the 
contents consists of exudation between these two layers as the result of 
thrombosis and necrosis from interference with the blood circulation in 
early pregnancy more especially when the placenta is marginal. Venous 
congestion from any cause, local or general, may give rise to these cysts. 
The author has not examined many normal placente, but five out of the 
six examined were marginal placente. E. Scott CarMIcHAgL. 


The Aetiology of Placenta Circumvallata. 


Lizpman (W.). Archiv fiir Gynakol. Bd. lxxx., Ht. 3, p. 439.—The 
author has examined four cases of placenta circumvallata, a condition 
which he believes to be due to a formation of folds of the chorion and 
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amnion before the union of reflexa and vera has taken place. Micro- 
scopically, Liepman could find no proof that placenta circumvallata is 
caused by inflammation of the decidua; but he believes endometritis, 
infarcts, etc., to be results of the abnormal placental condition, and that 
the cause may be looked for in a sort of “rising” of the ovisac due to 
(2) abnormal seat of the placenta (most commonly near the tubal orifice) ; 
() abnormal tension in the liquor amnii. H. T. Hicks. 


The Passage of Methylene Blue from the Maternal to the Fetal 
Circulation. 

Corrican (S. H.). Journal of the American Med. Assoc., March 16th, 
1907.—A woman three months pregnant, suffering much from a chronic 
cystitis, was given a capsule of methylene blue compound. As the 
medicine produced almost complete relief of the symptoms, the patient 
continued to take it up to the time of the delivery at term. The average 
dose given her was three grains of methylene blue daily. At the delivery 
the baby, an unusually vigorous child, attracted no special attention, but 
when the nurse was removing the first diaper she noticed a blue stain 
upon it; each subsequent change of diaper during the first eighty hours 
after birth gave evidence of methylene blue in the infant’s urine, the 
colour gradually disappearing. Nothing else unusual was found in the 
baby’s condition. It was noticed that the liquor amnii showed no unusual 
colour; careful inspection of the sheets and pads used during labour 
failed to show any trace of colour from methylene blue. From this case 
it is possible to assert that methylene blue may pass from the circulation 
of the mother to that of the foetus, but such an observation need not 
modify the accepted view of the relationship between the two. The fact 
that no trace of methylene blue was found in the liquor amnii only shows 
that in this case the foetus did not evacuate the bladder while in utero. 

C. Nepzan LonGripes. 


On the Influence of the Thyroid Gland on the Development of the 
Embryo. 

Buzistrev. Deutsche med. Wochnschr., January 3rd, 1907.—The 
disappearance of myxcedema under treatment by thyroid extract suggested 
to Nerking the possiblity that the secretion of this gland might have a 
digestive action on mucinoid material, and thus would probably have a 
deleterious action on the mucinoid tissues of the developing embryo. 
Bleibtreu has carried out a large number of experiments in rabbits, mice 
and guinea-pigs, feeding them during pregnancy with considerable 
quantities of thyroid extract. Although Lange and others have found that 
thyroid gland or iodothyrin did not disturb pregnancy in women, nor 
interfere with the development of the foetus, Bleibtreu’s experiments 
showed that in none of the animals did pregnancy run a normal course. 
Its duration was often lengthened; some animals aborted, but in the 
majority of cases pregnancy seemed to cease, and the animals remained 
sterile, or aborted in a very early stage. E. Scorr CarMIcHAgL. 


Primary Operations for Obstetrical Debility. The delivery of 
debilitated women by operative methods, intra-pelvic or 
abdominal, before labour, in the absence of mechanical impedi- 
ments and as a method of choice. 

Rernotps (Epwarp). Surgery, Gynecology and Obstetrics, March, 
1907.—-The author has written a long paper on this subject. The class of 
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patients he deals with are neurasthenic women with little nervous 
endurance or capacity for bearing pain, and deficient eliminative systems. 
He says they should be carefully treated throughout pregnancy, and if 
they gain they may be left to the test of labour; but if, on the other 
hand, they have not improved, these obstetrically weak women, as he calls 
them, should be delivered by operative means, such as Cesarean section 
or accouchement forcé, before labour has actually commenced. He does not 
state what method of dilatation of the cervix he adopts, but he says that 
before labour actually commences dilatation is much easier than it is 
after the onset of the pains. He speaks of the operation of accouchement 
forcé as if it were an extremely easy one, and he even says that after the 
dilatation and application of the forceps, if it is found that there is 
“more than moderate resistance, section can still be done.” [This paper 
was read before the Chicago Gynecological Society, and was very adversely 
criticised. We entirely agree with the criticisms. ] RoBERT JARDINE. 


— of Artificial Premature Labour for Mechanical Obstruc- 
10n. 

MO.tER (Ext). Archiv fiir Gyndkol. Bd. lxxx., Ht. 3, p. 435.—In an 
exhaustive paper the authoress gives the history of 80 cases of obstructed 
labour (treated at the Royal Lying-in Hospital, Copenhagen), in which 
artificial means had to be adopted to bring about premature labour. 
The obstruction was due to contracted pelvis in 78 cases, and to narrowing 
of the soft parts in twocases. Contracted pelvis, according to her statistics, 
seems to be less frequent in Denmark than in other European countries, 
and the results obtained in the described cases were very good, both as 
regards the mother and the infant. The methods used for induction 
included douches, bougies, bags, and plugging, and even electrolysis was 
employed. H. T. Hicxs. 


Complete Inversion of the Uterus. 


OtmsteEp (A. €.). Journ. of the American Med. Assoc., February 9th, 
1907.—An Indian squaw, aged 29, adhering to the custom of seeking 
solitude out-of-doors at the time of labour, was delivered of her sixth child 
without difficulty. She was seen four and a half hours after delivery in 
a state of collapse from profuse hemorrhage. The placenta and mem- 
branes were lying on the ground completely detached and entire. A 
tumour equal to the size of a large orange protruded from the vagina. 
This proved to be the uterus completely inverted. The surface was cleaned 
as well as possible under the circumstances, and the fundus pushed up. 
The fingers in the uterus held the fundus well up until a contraction 
occurred. The patient made a good recovery, and afterwards she stated 
that she had not pulled on the cord and that she was in a recumbent 
position at the time of delivery. The husband, however, said that she had 
exercised traction, but had soon desisted on account of the pain. 

C. Nepzan Loneripcs. 


Remarks on Post Partum Hemorrhage. 

Lz Pace (J. F.). British Med. Journ., 1907. Vol. i., p. 185.—The 
writer defines post partum hemorrhage as a hemorrhage which is the 
result of an atonic state of the uterine muscle, accidental, acquired or 
constitutional. He controverts the teachings of the current text-books, 
and gives the following as the indications for treatment :—(1) To prevent 
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any further hemorrhage ; (2) to revitalize the nervecentres, which can only 
be done by increasing the volume and current of the blood; and (3) 
having restored blood tension and nervous energy, to assist uterine 
contraction. He carries out these indications by compressing the aorta 
against the spinal column, by raising the pelvis, by raising and then firmly 
bandaging the legs and arms, and by passing the asepticised hand into 
the uterus—first, to detect any possible laceration of the body or cervix 
or any remaining portion of the placenta; and, secondly, to afford a 
point dappui for grasping and compressing the uterus from outside. 
Ergot and other remedial measures, he vaguely states, are also available. 


Frank E. Tartor. 


Two Cases of Over Contraction of the Uterus, causing difficulty in 
labour, overcome by the use of Amyl Nitrite. 

Souter (C. H.). Australasian Med. Gazette. Vol. xxv., No. 11.—In 
both these cases the uterus was in a state of tonic contraction following 
neglected shoulder presentations. Under deep chloroform anesthesia no 
relaxation of the uterus could be obtained in either instance. Amyl 
nitrite was administered in the first case as an antidote to chloroform, 
when the uterus was found to suddenly relax and allow the necessary 
intra-uterine manipulation to be carried out easily. In the second case 
amyl nitrite was administered deliberately after deep chloroform 
anesthesia had failed to produce any uterine relaxation, with a precisely 
similar result. The relaxation was not persistent, and in neither case was 
there any post partum hemorrhage. 


Complete Longitudinal Vaginal Septum, Obstructing Labour. 


Coston (H. R.). American Journ. of Obstet., February, 1907.—A 
young primigravida, on examination some weeks before term, was found 
to have a complete longitudinal septum dividing the vagina into two 
separate compartments. It was difficult to make out before labour began 
whether or not the uterus was also divided. When labour came on the head 
descended well into the cavity of the pelvis in the L. O. A. position. 
A finger could then be hooked over the upper border of the septum, 
showing that the uterus was not septate. The upper border of the septum 
was moderately thick, and became somewhat contused as the pains were 
strong and frequent. The whole septum was divided with scissors without 
appreciable hemorrhage, and the child was easily born. Recovery was 
complete and without incident. When examined seven weeks after 
delivery only a thick ridge on the anterior and posterior vaginal walls 
gave any evidence of the former malformation. C. Nepzan Loneripcs. 


A Case of Grave Dystocia after Preperitoneal Abdominal Hyster- 
opexy for total Prolapse of the Uterus. 

Enestrém (Orto). Mitt. aus der gyndkol. Klinik Helsingfors. Bd. v., 
Heft 1, p. 37.—In most cases Engstrém is satisfied with producing a 
sero-serous adhesion between the uterus and the anterior abdominal wall. 
In cases of complete prolapse, however, after freshening the anterior 
surface of the uterus, he attaches it by two catgut sutures to the recti, 
taking care that the peritoneum shall not intervene. He has seen two 
cases in which a subsequent labour was rendered difficult by the firm 
adhesions which result from this method of fixation. In the first case 
labour was very slow, forceps had to be applied, and the child was still- 
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born. In the second case, the patient was 42 years old, and became 
pregnant two months after the operation. The cervix remained high up 
and pointed backwards, while the anterior wall of the uterus remained 
fixed and formed a thick obstructing mass at the brim of the pelvis. 
Forceps was applied several times to the head, which was situated very 
high up, and the child was at last extracted alive. Engstrém considers 
that both mother and child were exposed to serious dangers by the repeated 
attempts at delivery with forceps, and that Cesarean section would have 
been better treatment. Henry Russeiu ANDREWS. 


Retention of Membranes, attached to a Fibroma. 


Kress. Archty fiir Gyndkol. Bd. lxxx., Ht. 2—Krebs records a case 
in which retention of the membranes was due to their being adherent to 
a uterine fibroma. This was enucleated manually. The microscopical 
examination of the tumour showed proliferation of the chorionic 
epithelium and a hyaline degeneration of the decidual cells. H. T. H. 


Supravaginal Hysterectomy in a Case of Adherent Placenta. 
Santucci (A.). La Gimecologia, November 30th, 1906.—After reviewing 
briefly the literature on the subject of adhesion of the placenta, or placenta 
accreta, to use Neumann’s expression, Santucci records a case in which he 
treated this condition by removal of the uterus. The patient, aged 36, 
had had six full-term pregnancies in ten years. _In the first two labours the 
spontaneous delivery of the placenta was followed by atonic hemorrhage, 
which ceased after hot intra-uterine douches. In the third labour there 
was some trouble in the third stage, and then severe hemorrhage treated 
by massage of the uterus and hot intra-uterine douches. In the fourth 
labour there was very severe hemorrhage directly after the spontaneous 
birth of the child. The midwife attempted to deliver the placenta by 
pulling on the cord, but desisted on finding that the uterus was following 
the placenta. The doctor who was sent for removed the placenta manually, 
but was unable to get it all away on account of its firm adhesion. The 
hemorrhage was stopped by packing the uterus. The patient made a good 
recovery eventually, after a suppurating parametritis. In the fifth labour | 
the third stage was difficult, and there was severe bleeding again. For the 
sixth labour the patient was admitted into the Scansano Hospital. The 
child was born at two o'clock ; then, after slight bleeding for half an hour, 
at 2-30 there was profuse hemorrhage. An attempt at separation of the 
placenta by a hand inside the uterus was unsuccessful, it being impossible 
to remove the placenta without removing portions of uterine muscle. The 
patient’s condition becoming very grave from loss of blood, it was decided 
to perform abdominal hysterectomy. This was done without an anesthetic 
after the uterus had been packed, the stump being ligatured and fastened 
to the abdominal wall. The patient was put back to bed at 4-30. Recovery 
was complete and uninterrupted. It was found to be impossible to separate 
the placenta after removal of the uterus without laceration of the uterine 
wall. Bauereisen considers that vaginal hysterectomy is the best treatment 
in cases of unusually firm adhesion of the placenta. Santucci defends his 
own method of treatment by the following arguments :—In cases of severe 
hemorrhage it is necessary to plug the uterus before removal; therefore 
in such a case vaginal hysterectomy would be impossible. Abdominal 
hysterectomy, with elastic ligature of the stump, can be performed more 
rapidly than can vaginal hysterectomy. Vaginal hysterectomy with the 
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depths of the wound obscured by blood must be difficult, while the abdominal 
incisions through tissues which are practically exsanguine are simple 
and easy to make with safety. By abdominal hysterectomy secondary 
hemorrhage can be prevented with certainty, whilst its occurrence after 
vaginal hysterectomy must be possible when the circulation recovers from 
the collapse and shock. Henry Russeut ANDREWS. 


Pubiotomy: Case Report. 


Evans. Montreal Med. Journal. Vol, xxxv., No. 12, p. 799.—The 
patient was a woman of 24, iii.-para, with a rickety flat pelvis; the true 
conjugate was estimated at 85cm. Craniotomy had been performed at 
the previous labours. Pubiotomy was performed on the left side when 
the patient was in labour by means of the Bumm-Stockel needle and a 
Gigli saw; the child was presenting by the breech, and some force was 
necessary in the delivery of the aftercoming head; during the passage 
of the brim the pelvic bones separated to the extent of 2cm. The child 
was born asphyxiated, but was resuscitated. Except for an attack of 
collapse soon after delivery the patient made an uneventful recovery. 


A short discussion of the indications and technique of the operation follows 
the record of the case. J. 8. F. 


Two Cases of Hebotomy. 


Watiace (A. J.). Trans. North of England Obstet. and Gynecol. 
Society.—Two examples of this operation from the author’s own experience 
are described. The indications were the same in both instances, viz., a 
head just too large to pass the brim despite considerable moulding. 
The results were completely satisfactory; both children survived; there 
was slight suppuration of the wound in both cases, but bony union 
occurred in the site of the division of the pubis in both cases. The 
author sums up his opinion tentatively :—(1) There is no difficulty in the 
operation itself, but the hemorrhage from the wound may be great and 
difficult. to control ; (2) it is almost impossible to keep the wound aseptic ; 
(3) that the operation should be reserved for those cases in which an 


increase of the conjugate by lcm. or so will enable a living child to be 
delivered. 


A Study of Vaginal Cesarean Section. 


Moran (Joun F.). Surgery, Gynecology and Obstetrics, March, 1907.— 
The author states that Diihrssen is very optimistic as to the applicability 
of the operation, and Pozzi says “that no more valuable operation since 
the introduction of forceps has been introduced into midwifery.” In the 
Congress at Kiel in 1905 this method of delivery was recognized as 
superior to all other methods of vaginal delivery in closed or degenerated 
cervix. On the other hand, Bossi deprecates the operation, and says it 
should be abandoned, while Ahlfeld, Hofmeier and others contend that it is 
unnecessary, and Palmer Findlay says it is only justifiable in a rigid 
cervix. According to Dihrssen, the operation is indicated where the 
cervix is intact or imperfectly dilated and will not yield to gentler 
measures, and where the life of the mother is in danger from abnormal 
conditions of the lower uterine segment, stenosis, toxemia, eclampsia, 
ante partum hemorrhages, and heart and lung complications. Dihrssen 
has collected 378 cases, with 48 deaths (12°7 per cent.). In 53 of these 
cases the uterus was extirpated, with 5 deaths (9°4 per cent.) Veit had 
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only 1 death in 33 cases of eclampsia in which it was performed; and 
Bumm had only 1 death in 40 consecutive cases. The principal objections 
to the operation are—(1) the risk of injury to the bladder and of extension 
of the incision into the peritoneal cavity; (2) hemorrhage and sepsis; 
(3) rupture of the uterus in subsequent labours. Careful technique will 
obviate the first risk, and also therisk of sepsis. Hamorrhage has occurred 
not infrequently, but probably from inertia and not due to the operation. 
The risk of rupture in subsequent labours is not supported by the cases 
thus far recorded. The author gives short notes of 11 cases of labour 
after vaginal Cesarean section, which he has collected from various sources, 
and also of one of his own. In none of these 12 cases did rupture occur. 
He does not deny that complications and sequele attend vaginal Cesarean 
section, but he maintains that this is also true of all the methods of 
accouchement forecé. He says that manual and instrumental dilatation 
should be applied only when the internal os is effaced or becoming effaced, 
and when this is not the case vaginal Cesarean section is indicated. “It 


is therefore a meritorious operation, and a valuable addition to our 
obstetrical resources.” Ropert JARDINE. 


A Case of Czsarean Section for Epithelioma of the Cervix Uteri. 

Lenpon (A. A.). Australasian Med. Gazette. Vol. xxv., No. 11.— 
Cesarean section was performed in this case as delivery per vias naturales 
was impossible from the size of the growth. No attempt was made to 
remove the disease. The patient survived the operation six months. A 
list of 28 cases of Cesarean section in Australia is given. 


Laparotomy for the Cure of Irreducible Incarcerated Retroflexion 
of the Pregnant Uterus. 

Pestatozza (E.). La Ginecologia, January 15th, 1907.—Pestaloza 
discusses 31 recorded cases in which the abdomen has been opened to 
correct retroflexion of the pregnant uterus, and gives an account of a case 
of his own. A primigravida, aged 31, was admitted to the Clinica di 
Roma on November 25th complaining of difficulty in micturition of four 
weeks’ duration. Her last menstrual period was on August 2lst. After 
four litres of urine had been drawn off by catheter it was found that 
she was about three months pregnant, and that the uterus was retroflexed. 
On the right side of the lower part of the abdomen was felt a resistance 
which did not seem tobe dueto the uterus. In spite of frequent catheteriza- 
tion, postural treatment and attempts at reposition by pushing up the fundus 
and pulling on the cervix, the uterus remained retroflexed, and as pus had 
appeared in the urine Pestalozza opened the abdomen on December 10th. 
He found a small suppurating ovarian dermoid on the right side, adherent 
to the right Fallopian tube and very firmly attached to omentum. This 
was removed, and the hand, placed in the hollow of the sacrum, lifted the 
body of the uterus out of the pelvis. The patient made a good recovery, 
and the pregnancy was undisturbed. Henry Russert ANDREWS. 


On Swelling of the Sweat and Sebaceous Glands of the Axilla, 
coincident with a Hypersecretion, simulating true Secretion 
of Milk, during the Puerperium. 

Surrz (Lupwic). Archiv fiir Gyndkol. Bd. lxxx., Ht. 3, p. 517.— 

The author describes two cases in which from the second to the fourth day 

of the puerperium a painful localized swelling, confined to the skin 
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and the immediately underlying parts, was noticed in both axille. 
The skin was infiltrated, not red; the veins were enlarged, and sub- 
cutaneous nodular and string-like resistances were felt. During the 
following days the prominences increased, entirely filling the axille, and 
on pressure the whole surface secreted sweat profusely, and in some places 
a milky-white fluid, which on microscopical examination showed the same 
morphological conditions as milk. The author believes that the sweat 
took the place of the serum as an emulsifier, and that the whole condition 
was due to a hypersecretion of the sweat and sebaceous glands with a 
temporary retention of the secretion. When the swelling had reached its 
height an emulsion was formed which was due to the mixing of sweat 
and sebaceous matter, and had the macroscopical and microscopical 
appearance of milk, and this might have easily led to the assumption of 
an accessory mamma. In both cases the abnormal condition subsided 
after a few days. H. T. Hicks. 


Rises of Temperature during the Puerperium. 


Rrper (Gzorce H.). Surgery, Gynecology and Obstetrics, January, 
1907.—The author discusses some of the commoner conditions which cause 
rises of temperature in the puerperium :— 


1. The reactionary temperature. This corresponds to the reactionary 
temperature after an operation, and is probably due to lowered resistance 
of the body. The temperature may rise to 101°—102° or even to 103°F., 
but it drops almost immediately to normal. 


2. Temperature from distended breasts. This occurs on the third or 
fourth day, when the milk suddenly comes into the breasts. Many authors 
deny that there is any so-called “ milk-fever,” but the author says that a 
rise of temperature is so often seen with the sudden distension of the 
breasts where there is no indication of sepsis, that the breast condition is 
undoubtedly the cause of the rise. 

3. Temperature due to mastitis. This usually occurs on the eighth day 
or later, and is often preceded by a chill. Previous distension of the 
breast or a cracked nipple will usually be found to have existed as a 
predisposing cause. 

4. Temperature due to pyelitis. Occasionally the temperature is 
irregular, from 101° to 104°, and yet the lochia, breasts and uterus are 
normal, but the patient complains of pain over the kidney, usually the 
right one. The urine will be found to be acid, and to contain the bacillus 
coli communis and some pus cells. 

5. Temperature due to puerperal toxemia. By this the author does 
not mean toxemia from defective liver or kidney action, as in 
eclampsia or albuminuria, but the absorption of toxins from the 
uterus. Some of these toxins are of pyogenic origin, and some are of 
putrefactive or saprophytic origin. The condition is a local one. The 
bacteria are confined to the uterus, and the trouble is caused by absorption 
of the toxins. This condition is usually spoken of as one of sapreemia. 
Under this heading he speaks of (a) temperature from simple retention. 
The uterus is large and flabby, the lochia are scanty and foul. Some placental 
tissue or membrane may be found in the uterus. [We fail to see that 
simple retention is the cause of the rise of temperature in such cases. The 
real cause is absorption of toxins. Solong as a retained piece of membrane 
or placenta remains aseptic the temperature will not rise.] () Tempera- 
ture from anteflexion and retroflexion of the uterus. He says that during 
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the latter part of the puerperium temperatures may occur from lack of 
drainage due to ante- or retroflexions of the uterus. [We doubt if this 
ever occurs without sepsis being present. It is quite true that in such 
cases the temperature falls when the uterus is douched out, because the 
infecting material is washed out.] (c) Temperatures from excitement. 
He says that mental excitement is apt to cause a rise of temperature, 
and after the excitement passes off the temperature persists. The excite- 
ment seems to cause a relaxation of the uterus without affecting the cervix, 
and there is a retention of lochia. Mental excitement undoubtedly 
causes sudden rises of temperature, but in the majority of cases the 
temperature quickly falls again. If it persists we believe there is a septic 
element present. The resisting power of the tissues has been lowered by 
the fever, and septic invasion has been rendered easy. 


6. Temperatures due to bacteriemia. Under this heading he deals 
with cases where the bacteria themselves have escaped from the uterus, 
and are found in the tissues outside of the uterus or in the general 
circulation. He considers cases of septicemia, localized infections outside 


of the uterus, salpingo-odphoritis, pelvic cellulitis and phlegmasia alba 
dolens. 


[There is another cause of a rise of temperature which he has not 
mentioned, viz., intestinal absorption. ] 


He says: “Careful asepsis, a uterus empty at the end of labour, and 
conscientious repair of recent lacerations (avenues of infection) will make 
sepsis rare. Hemorrhages can be stopped, lacerations may be sewn up, 
but sepsis must be prevented.” RoBeErt JARDINE. 


A Series of Cases of Puerperal Septiczmia. 


Gorpon (Knyvert). Lancet, 1907. Vol. i., p. 876—The writer of 
this paper analyses 49 cases of puerperal fever treated in the Monsall 
Hospital during 1906. A table is given with full particulars of each 
case, including the bacteriological examination of the uterus in all cases 
and of the blood in many. The cases are discussed under the headings of 
(1) the results; (2) the cause of the illness; (3) the bacteriology; (4) the 
nature of the lesion ; (5) the treatment adopted ; and (6) serum treatment. 
The writer strongly urges the need for prompt and active local disinfection. 
There is much valuable information in this short paper. J.S.F. 


The Behaviour of the Neutrophiles during the Physiological and 
Pathological Puerperium and their Changes under the In- 
fluence of Anti-Streptococcus Serum. 

Burkarp (Otto). Archiv fiir Gyndkol. Bd. lxxx., Ht. 3, p. 532.— 
Burkard bases his investigations on the researches of Arneth, who showed 
that neutrophiles contain nuclei in varying numbers and shapes: (1) cells 
with one large round nucleus, which are seen only in bone-marrow, but 
not in blood; (2) cells with one large nucleus showing a slight concavity, 
also not seen in normal blood; (3) cells with a highly concave loop-like 
nucleus ; (4) cells with two nuclei or one nucleus and one loop, or with 
two loops; (4) cells with three, four or more nuclei. In normal blood 
Arneth found 6—8 per cent. neutrophiles with one very concave nucleus ; 
70 per cent. neutrophiles with two to three nuclei; 10—20 per cent. 
neutrophiles with four nuclei; and 3 per cent. neutrophiles with five or 
mere nuclei. 
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Nuclei 1 2 3 4 5 

Cells 8 22 48 19 3 
In pyrexia the percentage was altered thus :— 

Nuclei 1 2 3 4 5 

Cells 55 35 10 — ms 


This preponderance of cells with one nucleus is explained by the fact that 
an enormous destruction of the older multinuclear cells takes place in 
disease, and that these are replaced by young cells (with one nucleus) 
which migrate from the marrow in great masses. The process of 
destruction attacks the older cells first, but a hyperleucocytosis is brought 
about by the immensely increased number of migrating unripe cells. A 
subsequent decrease of these young cells to normal may mean etther that 
a normal number of adult and old cells has been re-formed and general 
improvement in the composition. of the blood has taken place, or that the 
marrow is no longer able to compensate the losses. During a normal 
puerperium Arneth found what he calls anisohyperleucocytosis, which 
means an increase of leucocytes, coincident with a slight increase in the 
number of mononuclear cells. Using Arneth’s method, Burkard investi- 
gated various groups of puerperal cases. 

A, Six cases of normal labour: 1. An old emaciated healthy primipara 
showed a most marked increase of cells with one nucleus. 2. A healthy 
multipara showed no palpable alteration. 3. A young primipara ranged 
midway between the two. 4 and 5: Two cases of severe post partum 
hemorrhage. 4. (Died after a few hours), 45,000 leucocytes were counted 
in lc.c., but the cells with one nucleus were not increased. 5. (Recovered), 
first day: 16,000 in lec. No increase in the percentage of cells with 
one nucleus. Second day: 


Nucleus 1 2 3 4 5 Total No. of Cells. 





Cells tun Hw @ & 6,000 


The small amount of “ young” and the great quantity of old multinuclear 
cells found after hemorrhage is in direct opposition to the alteration 
due to pyrexia. This is explained by the fact that while in inflammatory 
leucocytosis the destruction en masse is continuous, there is no reason 
why in a hyperleucocytosis following hemorrhage, leucocytes should be 
destroyed in great numbers. From the 16,000 leucocytes per c.c. which 
were found a few hours after the bleeding, the organism recovered its 
loss, so that within twenty-four hours 6,000 fairly old leucocytes per c.c. 
remained, while the recruits from the marrow were evidently decreased. 
Within another twenty-four hours the neutrophiles were normal. 6, Was 
chosen on account of subinvolution and showed no obvious alteration. 


B. A few cases with diseases not causing pyrexia (Bright’s disease, etc.) 
also showed no marked departure from normal. 

C. Among a great number of cases of puerperal fever Burkard found 
a most varied picture: leucocytes from 2,400—-28,000 per c.c., but an 
increased number was most frequently met with. The alteration in the 
qualitative composition of the neutrophiles was constant, viz., an immense 
falling off of multinuclear cells accompanied as a rule by a more than 
compensating increase of cells with one nucleus. 

The aim of the author’s investigations was to discover under what 
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circumstances a hyper- or a hypoleucocytosis would take place. He found 
that hypoleucocytosis in many instances is a most serious symptom. One 
case, however, with severe toxemia where the leucocytes sank to 2,400 
per c.c., recovered ; whereas a pysemic patient succumbed whose leucocytes 
went up to 18,000 per c.c., and never sank to below 7,500 per c.c. Among 
fifteen serious septic cases, eleven showed a persistent abnormally low 
number of leucocytes: 6,000—9,000. From the uterine cavity of these 
eleven patients pure streptococcus cultures were obtained, whereas the 
four remaining cases showed a persistent high range of leucocytes; 
18,000—28,000 per c.c., and the cultures revealed saprophytes and 
bacteria coli, but no streptococci. In one case of severe hypoleucocytosis 
streptococci were found in the blood. 

Burkard thinks that the less localized the septic process is, the lower 
are the numbers of leucocytes, but when a diffuse septic process starts to 
become localized the leucocytes at once increase (in one case from 8,000— 
24,000 per c.c. within twenty-four hours). As the case improves leucocytes 
show a gradual tendency to return to normal numbers, keeping pace with 
the healing process. 

The fight against invading organisms must necessarily be most severe 
in the blood itself where bacteria and leucocytes meet face to face, and 
under these circumstances an effective hyperleucocytosis can hardly take 
place. But with localization the battlefield is removed to an organ of 
lower order, the blood is relieved, and can then react with a pronounced 
hyperleucocytosis. Pysemia ranges midway between localized septic 
processes and septicemia, and presents an irregular picture in the 
attitude of the neutrophiles. 

The serum treatment (Paltauf’s), which was applied in fifty cases, 
exercised a marked influence upon the behaviour of the neutrophile 
leucocytes. Immediately after the injection the number of leucocytes was 
increased in every case. Coincident with this was an increase of cells 
with one nucleus—most marked in those cases which reacted to the serum. 
This apparently unfavourable symptom was most obvious where a decline of 
temperature and general improvement followed the injections, thus 
showing the increased decay of neutrophiles to have been most acute 
whenever the specific reaction of the serum was most pronounced. But 
this loss was over-compensated for by the activity of the bone-marrow, which 
in these favourable cases sent out an increased number of young cells, 
whereas in unfavourable cases a sinking of the absolute number was 
observed soon after the initial increase (after injection). 

Burkard recommends anti-streptococcal injections for recent purely 
streptococcic puerperal cases, but strongly advises against their use for 
protracted septic processes in which the marrow has become so incompetent 
that an injection making a sudden demand upon its failing strength brings 
about exhaustion, The resulting sudden loss of neutrophiles cannot be borne 
by the organism, and it must succumb. H. T. Hicks. 


oa of the Pelvic Veins in the Pyemic Form of Puerperal 
ever. 

FriepeMann (G.). Miinch. med. Wochnschr., 1906. No. xxxvii., 
p. 1813.—Ligature of both ovarian veins, in cases of puerperal fever, to 
prevent the access of septic matter into the blood-stream, was first 
recommended by Freund, and first practised by Trendelenburg, who advised 
operation after the second rigor. Friedemann points out:—({1) That 
ligature of both ovarian veins is not sufficient. The venous blood from 
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the uterus and pelvic connective-tissue is only carried away in small part 
by these veins, the greater part being taken by the internal iliac veins. 
In the worst cases all the four veins must be ligatured, an operation 
which, in spite of some transient oedema of the external genitals, is well 
borne. (2) That since the septic matter is not merely contained within 
the lumen of the veins, but affects the vein-walls and surrounding 
connective-tissue, peritonitis readily follows transperitoneal ligature of 
the veins. Where possible a retroperitoneal operation is to be preferred. 
Absolute contra-indications to the operation are extensive metastases 
and ulcerative endocarditis. Friedemann narrates a case in which 
pyzmia followed a 64 months abortion, with many rigors, extensive bed- 
sores, pulmonary metastases and extreme emaciation. He performed 
laparotomy and ligatured both ovarian veins and the right internal iliac 
vein. Notwithstanding the occurrence of thrombosis in the femoral vein 
recovery was rapid and complete. Frank E. Taror. 


Intramural Abscess of the Puerperal Uterus. 


Nosue (Gzorce H.). Journ. of the American Med. Assoc., February 2nd, 
1907.—The author has found abscess occurring most frequently at the end 
of the second week or a little later, after the more acute symptoms of sepsis 
have passed off. The temperature curve is of a septic character, and 
devoid of rigors, unless the case is complicated with thrombosis. When 
the appendages are not involved, pelvic examination is negative except in 
cases with thin or relaxed abdominal walls. When the abscess is single 
it may sometimes be detected as an elastic, somewhat indefinite swelling 
in the wall of the uterus. His conclusions are based on nineteen cases, 
eight of which were observed personally; all were verified, either by 
operation or autopsy. Four cases were found post mortem; in four 
hysterectomy was performed, with one death; the remaining eleven cases 
were incised and drained successfully. Twelve cases had one abscess each, 
the commonest situation being on the posterior wall near the fundus. The 
abscesses were either subperitoneal or just under the outer muscular layer 
of the uterus. Concomitant infection of the Fallopian tubes was found 
in only two cases, showing that infective material may reach the peritoneum 
through the uterine wall without difficulty. The results in incision and 
drainage were very satisfactory in cases where the abscess is single, but 
when multiple, hysterectomy offers the best chance of successs. The author 
prefers the abdominal route with or without drainage through Douglas’s 
pouch, since complications encountered in the abdomen, such as thrombosis 
of the pelvic veins, may require attention that is impracticable by the 
vaginal route. C. Nepean LonGRIDGE. 


The Adrenal Glands and Osteo-malacia. 


Bossi (of Genoa). Zentral. fiir Gyndkol. Nos. 3 and 6, 1907.—The 
author records some truly remarkable results obtained in treating osteo- 
malacia by subcutaneous injections of adrenalin. Two cases are recorded, 
and also an experimental extirpation of the right adrenal gland from a 
gravid ewe. 

Casz 1. The patient was aged 38 years. She was admitted into 
hospital on November 27th, 1906. Her family history was good. 
Menstruation began at 15 years. Gradually bone lesions began to show 
themselves in the metacarpals and wrist of the right hand, together with 
adenitis of the axillary and cervical glands, these being removed. The 
patient married at 23 years of age, and remained healthy. She had been 
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seven times pregnant; the first conception ended in abortion, the rest 
were normal with the exception of the last, during which bone and joint 
pains developed. These pains disappeared, however, after confinement. 
On admission the patient was eight months pregnant. From the end of 
the third month there had been pain in the thighs and hips. She could 
not raise the thighs without severe pain in the hips and over the pubes, 
and for three months before admission she had been bedridden. The 
pelvic bones, clavicles and ribs appeared to be bent outwards and were 
painful on contact. The hips and ischial tuberosities were depressed 
inwards ; the pubes were beaked. The condition grew worse, and sleepless- 
ness increased. Experiments on animals having proved the influence of 
adrenalin on the ovaries, the author decided to try its effect on this 
subject of osteo-malacia. The injections were begun on December 16th, 
1906 ; half a centigramme of adrenalin in a solution of 1—1000 was used. 
In two hours the pain was diminished, and the patient slept. On 
December 17th the dose was repeated, with even more favourable result. 
On December 18th, after the third injection, movement of the joints was 
painless, and after the sixth injection the patient felt quite well after 
being out of bed for three hours. On December 20th the seventh injection 
was given, and the patient could walk and make all movements without 
pain. On December 21st vaginal examination caused no pain, and the 
bones of the pelvis were assuming their normal condition. The author 
says: “ Whereas before injection the foetus and uterus were pushed up 
by the gradual daily contraction of the pelvic bones, so that the abdomen 
resembled a transverse sac and was so distended as to cause alarm for the 
future, after the administration of adrenalin the abdominal distension 
disappeared in a most remarkable way owing to the widening out of the 
pelvis allowing the foetus and uterus to assume their normal position. 
The change was so rapid as to be almost incredible.” Bossi asks, in 
dramatic fashion: “ Are we here introduced to the cure of bone-softening 
and to the logical discovery of the pathogenesis of osteo-malacia?” 

In a further communication (Zentral fiir Gyndkol., No. 6, 1907), the 
author concludes the history of this case as follows:—Sixteen injections 
were given without any disturbances. The girth of the abdomen 
increased remarkably owing to the presence of twins. On January 7th, 
1907, spontaneous birth occurred. The heads passed the pelvic outlet 
without difficulty. The first foetus weighed 2,704 grammes, the second 
3,250 grammes. The puerperium was normal; the mother nursed the 
twins, and is in the best health. 

On December 29th, 1906, another osteo-malacic patient was admitted ; 
pregnancy had advanced to the sixth month, the condition caused great 
anxiety ; the pelvis was much deformed. The patient could scarcely stand 
even with the help of two strong assistants; walking caused great pain, 
as also did any movement of the limbs whilst the patient was in bed. 
The pelvis was typically osteo-malacic; the distance from one ischial 
tuberosity to the other was four centimetres. One centigramme of 1—1000 
adrenalin was given on admission. The improvement was instantaneous, 
and the patient at the time of writing—twelve days later—was able to 
leave her bed, was without pain, and could get about with the aid of a 
stick. 

An experiment on a gravid sheep confirmed the writer’s views in 
reference to the treatment of osteo-malacia. He removed the right supra- 
renal capsule on January 3rd, 1907. In the preceding days the only 
disturbances were those due to the operation. On the 7th, 8th and 9th 
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January the animal’s condition seemed normal. On January 10th there 
were impaired movements on trying to walk. On January 11th standing 
or walking appeared to be impossible, the hip bones were obviously 
drawn inwards, and there was pain on pressure over the bones. From 
this the writer associates removal of the adrenals with the onset of osteo- 
malacia. Curupert Lockyer. 


The Influence of an Excessive Meat Diet on Fertility and 
Lactation. 

Warson (B. P.). British Med. Journ., 1907. Vol. i, p. 193.—The 
problem of the falling birth-rate has attracted much attention, and has 
been attributed to many causes, amongst which are the altered conditions 
of living, and especially the alteration in the dietary of the people in the 
form of increased consumption of meat. Along with the decline in the 
birth-rate there has been a notable decline in the number of mothers who 
nurse their infants at the breast. Watson has experimentally tested, by 
means of feeding experiments in rats, the effect of an exclusive meat diet 
on the functions of reproduction and lactation, using as a control rats 
exclusively fed on a diet of bread and milk. He comes to the conclusion 
that there can be no doubt that a meat diet in rats affects prejudicially 
their powers of reproduction and lactation, and his results suggest that 
the increasing consumption of animal food in this country may be an 
important factor in the causation of the decrease in the birth-rate and the 
diminished powers of lactation. His results are certainly suggestive ; they 
call for more extended observations upon similar lines. 


Frank E. Taytor. 


VARIOUS. 


Congenital Absence of Uterus, Broad Ligament, Tubes and Upper 
wo-thirds of the Vagina. 

Haruan (Earu). Journ, of the American Med, Assoc., February 9th, 
1907.—An intelligent girl, 18 years old, stated that she had never 
menstruated, but that at intervals of about three months since she was 
16 years of age she had had “swellings” in the right and left iliac regions. 
These points were tender and painful, especially on pressure. No pain 
or heaviness was experienced in the back or thighs, although a sense of 
heaviness manifested itself in the locality of the “swellings” when the 
latter developed. No vaginal discharge had ever been present. She stated 
that for a time following these attacks she had what she termed a “ bloody 
flux,” which lasted several days, at the cessation of which her whole trouble 
disappeared. No mention is made of the source from which this “bloody 
flux” came. On examination the uterus could not be felt, and the vagina 
was an inch and a quarterlong. Theabdomen was opened ; the ovaries were 
found suspended in folds of peritoneum from the sides of the pelvis, and 
were removed. There was no sign of uterus, tubes or broad ligaments. The 
patient made an uneventful recovery, followed by an easy establishment of 
the menopause. The author considers that this case furnishes conclusive 
evidence that the ovary is the primary organ of menstruation. 


C. Nepean LONGRIDGE. 
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A Pair of Forceps in the Abdominal Cavity for Ten and a half 

Years. 

Stewart (J. E. F.). British Med. Journ., 1907. Vol. i., p. 313.— 
A woman aged 40 had had a prolonged attack of diarrhoea, and complained 
of her urine which was ammoniacal. Abdominal examination revealed a 
broad scar, and the patient stated that ten and a half years previously 
she had been operated on for an ovarian tumour, and having experienced 
no benefit, had refused all subsequent proposals of operation. In the left 
iliac region a hard body could be felt, in which could be outlined the 
handles of a pressure forceps. A radiograph showed the forceps lying in 
the pelvis, the handles being directed upwards and forwards. On opening 
the abdomen the intestines were found matted together, and the forceps 
lay inside the lumen of the bowel. It was removed. Recovery was 
uneventful. Frank E, Tar or. 


Solid Tumours in the Inguinal Canal. 


Pspie (W. Lownpgs). Journ. of the American Med, Assoc., March 9th, 
1907.—These tumours occurred in women between the ages of 19 and 26. 
The history of three cases is given. All three women had borne one or 
more children, and in one case pregnancy seemed to accelerate the growth 
of the tumour. In two of the cases the growth sprang from the “periosteum 
or fascia covering the inner face of the ilium.” In the other case the 
tumour, which weighed between 2 and 3 lbs., lay free in the inguinal 
canal without an attachment to any structure except the walls of the canal. 
All were of comparatively rapid growth, the average duration from the 
earliest detection of the tumour by the patient to the time of operation 
being 22 months. The growth was most rapid in the case of a married 
woman aged 19. Two months after conception she noticed a small hard 
lump, painless and slightly movable, in the left groin. Her infant was 
born without any difficulty, but the tumour began to grow rapidly after 
the confinement, and in the course of eight weeks had attained a size equal 
to that of a full-time foetal head. From the microscopical appearances of - 
these tumours they were diagnosed as fibromata undergoing myxomatous 
degeneration. Two were distinctly benign in appearance, but the appear- 
ance of the cells in the third case was suggestive of the strange borderland 
type which is so perilously near to sarcoma. All the three growths were 
situated in the left inguinal region. No mention is made of any 
connection with the round ligament. C. Nepgan LONGRIDGE. 


On Big Intraperitoneal Cysts of the Urachus. 


Deore (X.) and Corre (G.). Revue de Chirurgie, May, 1906.—The 
patient was a very tall, anemic, emaciated girl, aged 20 years, admitted 
into Poncet’s wards, in Lyons, as a case of the ascitic form of tuberculous 
peritonitis. There was, howeyer, neither a personal nor a family history 
of tubercle. The abdomen had been slowly enlarging for about a year 
with pain in the right and then in the left iliac fossa, without dyspepsia, 
diarrhoea, constipation, intestinal hemorrhages or vomiting. The 
abdominal distension was uniform, the subcutaneous veins were dilated 
and the umbilical cicatrix effaced. There was marked fluctuation, with 
dulness on percussion, except far back in each lumbar region. The uterus 
was slightly retroverted ; the fornices were free. The swelling made the 
patient look at first sight as though in the later months of pregnancy. As 
the period had been rather free for several months and attended by 
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leucorrhcea, the diagnosis of tuberculous peritonitis seemed correct, the 
disease presumably having its origin in the genital tract. Delore 
operated. On dividing the integuments in the middle line, it was seen 
that a big cyst occupied the abdominal cavity, and in order to reach it 
the peritoneum was opened. The tumour was tapped, and much brown, 
blood-stained fluid came away with fibrinous deposits which blocked the 
trocar so that the abdominal incision had to be extended upwards as high 
as the ensiform cartilage. At the upper pole of the tumour were a few 
omental adhesions. The intestines lay far back in the loins. 
The cyst descended into the pelvic cavity, but did not adhere to any of 
the pelvic viscera. It was found to be connected with the top of the 
bladder by a short pedicle, an impervious cord, which was clearly outside 
the peritoneum. The cyst was drawn out of the abdominal incision, and 
when its pedicle was divided it was completely free. The peritoneal cavity 
contained no fluid, and all the abdominal and pelvic viscera appeared 
normal. The broad ligaments were not involved in the tumour. The 
abdominal incision was closed by a single set of interrupted sutures, and a 
drainage tube was passed into the peritoneal cavity, as it had been soiled 
by the escape of some of the cystic fluid. The patient was discharged in 
perfect health at the end of a fortnight; the authors, however, give no 
after-history. 

When the cyst was dissected, the short pedicle, which connected it with 
the bladder was found to be continued as a tough cord which ran on the 
anterior aspect of the cyst-wall up to the level of the umbilicus, where it 
was lost partly in the cyst-wall, partly in the adjacent parietal tissues. 
In the middle of its course this cord, which was probably a relic of the 
urachus, was completely intra-peritoneal. The authors, defining this cord 
as “probably a vestige of the urachus,” lay great stress on this relation. 
The wall had a marked muscular coat, but there was no epithelial lining. 

Delore and Cotte endeavour to demonstrate that big cysts of this kind 
may become intra-peritoneal through acquiring a kind of mesentery. This 
theory is certainly of high importance, and the authors bring forward 
arguments in its support, but it is doubtful if they can firmly establish 
their doctrine until more evidence from incipient urachal cysts with 
perfectly clear relations is available. They dwell upon Hoffmann’s 
case, so often quoted, but Wutz and the writer of this review have shown 
that it is more than doubtful. Wutz dwelt on the fact that ,as in the 
present case, the urachus lay on the surface of Hoffmann’s cyst, which 
seemed a result of chronic hemorrhagic peritonitis, and the present 
writer dwelt at length, in a monograph on the subject, on numerous 
objections to Tait’s interpretation of his big abdomino-pelvic cysts. Full 
references to recent writings on the subject will be found in the JournaL 
for February, 1907, in the report of Weiser’s “Cysts of the Urachus ” 
(p. 191). Balfour Marshall’s communication on a case of patent urachus 
in our March issue (p. 259) should also be considered. Delore and Cotte, 
however, may be congratulated on having added an important monograph 
to the literature of a subject still to a certain extent shrouded in 
obscurity. We trust that they will make and publish further researches. 

Aupan Doran. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting held Wednesday, April 3rd, 1907, Dr. Herpert R. Spencer, 
President, in the Chair. 


Mr. J. D. Matcotm read a paper 
On THE ADVISABILITY OF REMOVING THE CERVIX IN PERFORMING 
HyYstTERECTOMY, 
which appears as an original article in this number of the JourNat. 

Mr. ALBAN Doran admitted that Mr. Malcolm had most ably pleaded 
for panhysterectomy, yet for several reasons, in part admitted by himself, 
his arguments could hardly persuade us that the so-called “ subtotal ” 
operation ought to be abandoned. In the first place, the cervix was an 
important part of the pelvic floor, which should not be treated as a 
negligable quantity by the operator. We knew how safely it could be 
spared when the body of the uterus, badly damaged during the removal 
of an adherent ovarian tumour, had to be sacrificed. Pozzi and others 
saved the cervix in many cases where the rest of the uterus was taken 
away with diseased appendages, provided, of course, that no septic 
condition was probable. In the second place, there was reason to believe 
that in order to ensure the full benefits which should follow the saving of 
more or less of the ovaries in hysterectomy, it was advisable to leave a 
portion of the endometrium as well; in other words, not only the cervix, 
but a little more of the uterus should be spared. Mr. Doran had brought 
forward evidence, based upon long after-histories of sixty subtotal 
hysterectomies, showing the value of this practice, and further experience . 
had not induced him to alter his views. Mr. Doran laid great stress on 
long after-histories, for a woman convalescent from hysterectomy for 
fibroid was never so sure of permanent benefit as was a patient convalescent 
from ovariotomy for a non-malignant tumour. The method of Crewdson 
Thomas should be applied to all series of subtotal and panhysterectomies, 
and it would be instructive to hear some day of Mr. Malcolm’s results 
after passing a test of that kind. Until then (if even then) the death-knell 
of the subtotal method could not be sounded. 

Dr. Amann Rout did not consider that Mr. Malcolm had proved his 
contention that it was better to perform total rather than subtotal 
hysterectomy in operations on utcrine fibroids. Hitherto panhysterectomy 
in fibro-myomatous uteri had been urged from the point of view that the 
cervix was apt to become malignant if not removed. It had not, however, 
been proved that fibroids predisposed to uterine cancer, and still less had 
it been shown that the cervix was especially prone to malignant changes if 
fibroids were present in the uterine body. Even if such a connection 
were proved, it had still to be shown that such a tendency persisted after 
the fibroids were removed by a subtotal hysterectomy. To-night, however, 
Mr. Malcolm had advocated the removal of the cervix “on the theoretical 

















438 Journal of Obstetrics and Gynecology 


consideration that leaving it gives an increased opportunity for the 
development of septic mischief.” Dr. Routh thought that this was theory 
alone, and that the author had advanced no sufficient proof that the cervix 
was inflamed in his case, or that the auto-toxemia from which the patient 
undoubtedly suffered was of cervical origin. He did not believe that the 
blood supply of the cervix after subtotal hysterectomy was “ to some extent 
cut off,” nor that the cervix tended to degenerate, and he thought the 
phlegmasia and other symptoms in the author’s cases were secondary to 
infection of the pelvic cellular tissue. In the absence of proof that leaving 
the cervix was likely to cause mischief, Dr. Routh thought the disadvantages 
of its removal should be carefully considered. The mortality of pan- 
hysterectomy was distinctly greater. Taking over 1,000 cases, collected 
by Pozzi, of each of these two forms of hysterectomy, he found the 
percentage mortality of panhysterectomy was 10°4, whilst the mortality of 
the subtotal operation was only 7°4. The subtotal operation could be 
performed more quickly, and there was less hemorrhage, and the 
hemorrhage was more easily controlled ; sepsis was much more likely to 
occur, with infection of ligatures and prolonged suppuration, if the 
vaginal canal were opened up. The length of the vagina was maintained 
if the cervix was retained, and colpocele could be avoided by drawing the 
stumps, formed by the ligation of the uterine and ovarian vessels, together 
on each side. This procedure was useless in panhysterectomy. There 
remained, too, the question of internal secretion, and it was quite certain 
that such a glandular structure as the cervix must have one. If organs 
were to be removed for possible dangers in the future, where is the line to 
be drawn? Following the same argument, no one would leave the second 
ovary in situ if one were being removed ; no one would leave the appendix 
vermiformis if the abdomen were opened for any cause. He did not think 
that Mr. Malcolm had made out his case. 

Dr. Even said that he had performed a large number of hysterectomies 
for fibromyoma by the supra-vaginal method, and a small number by the 
total method, and he was equally satisfied with both. He was not at all 
convinced by Mr. Malcolm’s arguments that the total operation possessed 
any real advantages over the other. Mr. Malcolm’s objections to the 
supra-vaginal operation were two in number—(1) the blood supply of the 
cervical stump was impaired by the operation, and it was therefore more 
liable to become infected ; (2) the mucous membrane of the cervix was a 
greater source of danger than that of the vagina. With regard to the 
first objection, it must be recollected that the blood supply of the cervix 
consisted of the circular artery from the uterine, and anastomosing 
branches from the vaginal arteries. In the supra-vaginal operation the 
uterine arteries were divided above the origin of the circular branches, 
while the vaginal arteries were uninjured ; the blood supply of the cervix 
was therefore not affected in any way by this operation. With regard to 
the second objection, he thought that bacteriology showed the vaginal flora 
to be much oftener pathogenic than those of the cervix. The clinical 
evidence brought forward by Mr. Malcolm in support of his contention 
upon this point was singularly unconvincing. For instance, cases of 
phlegmasia occurred just as often after a simple ovariotomy as after a 
panhysterectomy, and the cervical stump could have nothing to do with 
its causation. Again, the occurrence of localized cellulitis around the 
stump after the supra-vaginal operation might be due to faulty technique ; 
he had seen such cases himself, and he explained them in that way. And, 
lastly, he suggested that the case in which Mr. Malcolm observed a purulent 
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discharge from the cervix and the rectum thirteen months after supra- 
vaginal hysterectomy, might have been due to gonorrheal infection 
acquired subsequently to the operation. On the whole, he was not convinced 
that there was any practical advantage in the total operation. It was 
argued that better drainage was obtained by the removal of the cervix; 
but under ordinary circumstances drainage ought not to be required, it was 
much better to arrest hemorrhage completely before sewing over the 
peritoneal edges. It certainly appeared to him that prolapse of the 
bladder was more likely to occur after the total operation, especially if 
vaginal drainage was employed for a few days afterwards. Since it 
could be more rapidly performed he should continue to prefer the sub- 
total operation except in special circumstances. 

The PresipEnt said that he had performed total abdominal hysterectomy 
for fibroids to the entire exclusion of the partial operation for the past 
six years, and agreed with the main conclusions of the author that total 
abdominal hysterectomy was superior to supra-vaginal amputation, but 
he did not think that Mr. Malcolm had produced much evidence of its 
superiority. He (the President) had given the points of superiority of 
the total operation at the Manchester Meeting of the British Medical 
Association, in Allbutt, Playfair, and Eden’s “System of Gynecology,” 
and in that Society. He had not seen any evidence brought forward 
which led him to modify his opinion as to the superiority of the total 
operation wehn performed by Doyen’s method. It was superior in that 
it had a lower mortality (as is shown in Sanger and Herff’s extensive 
statistics*), it provided for drainage, it gave security against injury to 
the bladder and ureters and against unrecognized hemorrhage, it removed 
the cervix which might become infected, slough, contain unrecognized 
malignant disease or develop malignant disease subsequently. It was also 
less likely to be followed by intestinal obstruction if the peritoneum were 
closed by a purse-string suture. He had never seen prolapse or trouble 
with the bladder caused by the operation. Bumm had noticed these 
troubles after Wertheim’s operation, and attributed them to the use of 
gauze drainage. The President had not employed gauze drainage after 
abdominal hysterectomy for fibroids for several years past, and knew 
that it was unnecessary and believed it to be injurious. The supposed 
advantage of the internal secretion of the cervix and the slight shortening 
of the vagina by the removal of the cervix could not be seriously set 
against the above-mentioned advantages. Their importance was disproved 
by the excellent results of vaginal hysterectomy. 

Mr. Matco.m, in reply, said he was quite aware that his arguments 
would not be conclusive to those who thought the supra-cervical the better 
operation. He had brought forward all the clinical evidence he possessed 
against the view he advocated as well as that in its favour. Nevertheless, 
he had come to a very decided opinion, founded on the facts stated, that 
the complete operation was the better one. Of course it was open to 
anyone to say that the complications which arose were due to faulty 
technique, but every care was taken, and the first two cases offered no 
difficulties of manipulation, so that he was himself confident that, so far 
as he was concerned, these cases should have given no trouble. Moreover, 
as stated in the paper, there was no mischief to be detected by manipula- 
tion around the stump and clear evidence of mischief in it. The idea that 
the third case might be one of gonorrhoea was also possibly correct, but 


* Encyklopidie der Geb. und Gyn., 1900, Part ii., p. 91. 
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the mischief was not in the vagina except just round the os, and there was 
certainly much inflammation in the cervix, whilst the trouble dated from 
soon after the operation. On the whole, the evidence seemed to favour the 
view that a ligature was separating. Mr. Doran had pleaded for long 
after-histories. The speaker had not tackled this extremely laborious 
investigation in a series of cases, and it might be that he heard most of 
the successful operations, but he had plenty of long histories in which the 
results were all he could hope for. He had not met with trouble from 
weakness of the pelvic floor or from cellulitis around the bladder. He 
did not pack the vagina. Mr. Malcolm could not understand how 
anything in his paper could induce Dr. Routh to suggest that he 
advocated the removal of an ovary because it might become cystic. 


The following specimens were shown :— 

Dr. H. Russzt, Anprews: Sarcoma of Cerviz. 

Dr. Dauner: Fibromyoma containing a Calcified Fibroid Lying Free 
in the Uterine Cavity. 

Dr. Lockyer: Primary Tuberculous Salpingitis. 

Dr. Rossrt Wiss: Placenta from Case of Twims. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held March 14th 1907, Mr. W. D. Spanton, President, in the 
Chair. 


The PresipENT showed a specimen of Sarcoma of the Parovarium, 
removed from a patient aged 42 years, who had noticed her abdomen 
enlarging for twelve months, and had considered herself pregnant. On 
opening the abdomen a parovarian cyst was found in the left mesosalpinx 
containing two gallons of clear straw coloured fluid. At its base there 
was a solid growth attached to the ampullary extremity of the tube. 
After removal of the growths a satisfactory recovery was made. The cyst- 
wall was extensively infiltrated with spindle-celled sarcomatous growth, 
probably of endothelial origin. The President also showed a specimen of 
Large Uterine Myoma with Sarcomatous Outgrowth, removed by supra- 
vaginal hysterectomy from a widow aged 49, who complained of metror- 
rhagia with abdominal pain and frequent sickness. 

Dr. J. A. MansgLt Movtuin exhibited a Fibroid Uterus containing a 
Fetus of Four Months, removed from a patient aged 26, who was pregnant 
for the first time, and complained of great abdominal pain and tenderness. 
Examination suggested ectopic gestation. When the abdomen was opened 
a cervical fibroid was found which would probably have interfered with 
delivery at term. © 

Dr. H. MacnaucHuTon-Jongs showed a specimen of Carcinoma of the 
Vagima, removed from a patient who afterwards developed carcinoma of 
the ovary. 

Mr. Bowremann Jessett exhibited a specimen of Carcinoma of the 
Ovary involving the Sigmoid Flexure, removed from a patient, aged 48, 
who complained of a vaginal discharge. No abnormality was discovered 
on abdominal examination, but by the vagina the cervix was found to 
be eroded and thickened, and bimanually a small tumour was found 
connected with the posterior surface of the uterus, which was enlarged 
but quite mobile. As the discharge seemed to come from the erosion, local 
treatment was recommended, with good result. Fifteen months afterwards 
an abdominal tumour was discovered, extending nearly to the umbilicus 
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and somewhat fixed. This was connected with a tumour in the pouch of 
Douglas closely attached to the posterior surface of the uterus. Operation 
was advised as it was considered to be a rapidly growing myoma of the 
uterus. On opening the abdomen a large tumour presented itself with 
numerous adhesions to intestines and omentum. After separating these 
the tumour was found to be so closely adherent to the sigmoid flexure 
that it was necessary to resect the portion of intestine involved. Con- 
valescence was complicated by tympanites and constipation, which 
required reopening of the wound. In fourteen days the temperature rose 
and the pain became severe. A few days later a fecal fistula was formed 
at the lower angle of the wound. The fistula closed in a few weeks, and 
the patient progressed satisfactorily. The growth proved to be an alveolar 
carcinoma. 
Dr. Stanmore Bisuop read a paper entitled 


MosiLe KIDNEY WITH A DESCRIPTION OF THE OPERATION FOR ANTERIOR 
NEPHROPEXY. 


The only form of importance is the wandering kidney, and there is a 
general agreement that the condition exists, that it is more frequent in 
women, chiefly occurring on the right side, and often associated with 
neurosis. Two stages exist—the first being one of descent, and the second 
that of loosening of the ureteral attachment to spine. As the result of 
the first there is bending of the ureter and subsequently stagnant urine, then 
kinking of vessels and dragging of duodenum and biliary ducts. The 
results of the second stage on the left side is traction on the pericardium 
through the diaphragm with anginal attacks, constipation and sapremia 
followed by hysteria and neurasthenia. The objections to the posterior 
methods of operating were stated. In any further method the kidney 
should be supported from below, and be placed at a proper height. 
Through a transverse incision in front the liver is raised and the hepatic 
flexure is depressed. The kidney is pushed up to its proper level. A 
transverse incision is made through the peritoneum, and the capsule cut 
through in a curved line, which is then turned down and the edge fixed. 
The peritoneum is then replaced and sewn up. An incision is then made 


through the skin and tissues posteriorly over the lumbar muscles. Fixation ~ 


sutures of chromic or iodized gut are then passed through the kidney from 
the front, with due regard to vessels and nerves, to the posterior incision, 
and are there tied, after which both wounds are closed. This operation 
has been performed ten times, with satisfactory results in all but the first 
case, where the capsule was not utilized. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAZCOLOGICAL 
SOCIETY. 


Meeting held at Sheffield, Friday, March 15th, 1907, Dr. E. O. Crort, 
President, in the Char. 


Dr. J. W. Martin (Sheffield) exhibited the Uterus of a woman, aged 
60 years, affected by adeno-carcinoma in which microscopic examination 
showed cell metaplasia. 

Dr. Strooxes (Liverpool) showed (a) A Multilocular Ovarian Cyst, 
weighing 10 lb., in which suppuration had occurred. It was removed 
from a multipara, aged 47, who had a history of irregular menstruation 
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for two years. (b) The Right Ovary and Adherent Appendiz Vermiformis, 
which formed a mass equal to the size of an orange, occupying the right 
posterior quadrant of the pelvis. 

Mr. Curr (Sheffield) exhibited Bilateral Ovarian Cysts removed from 
an unmarried woman, aged 39 years; and a Hydrocele of the Canal of 
Nuck, removed from a woman aged 36. 

Dr. ARcHIBALD Curr read notes of a Casz or Earty Rupture oF A 
PREGNANCY IN THE IsTHMUS OF THE FaLLopian TuBE. The patient was a 
woman of 34, who was suddeny seized with intense pain in the lower 
abdomen. When seen she was cold and clammy, with a pale countenance. 
The respirations were feeble and sighing, and the legs were drawn up. 
The pulse was extremely feeble, the abdomen was soft, tender to palpation, 
distended, and dull to percussion in the flanks. There was no vomiting, 
and the bowels had been open. She had been pregnant four times previous 
to this illness, and the first and third pregnancy had ended in abortion at 
about the fifth month. The signs were obviously those of severe internal 
bleeding, most probably from a ruptured tube, and in view of the fact 
that her pulse had improved a trifle from the time when first her medical 
man saw her, it was considered better to forgo any vaginal examination 
for fear of accelerating the bleeding. Immediately following, and in the 
course of, an intravenous saline infusion, laparotomy was done, and an 
early and minute pregnancy was found at the extreme uterine end of the 
tube which had perforated. The abdomen was filled with fluid blood, 
which escaped in quite a jet as if under some pressure. To remove the 
tube completely with the contained pregnancy, an incision had to be made 
through the cornu of the uterus. At the uterine end of the right 
Fallopian tube was a swelling a quarter of an inch in diameter, on the 
posterior aspect of which was a small perforation, an eighteenth of an inch 
across, with a ragged edge. 

Mr. Curr also described a Casz or UTERINE Fisrorp in a young woman, 
aged 25, four months pregnant with her first child. For four days there 
had been pain in the abdomen, accompanied with almost constant 
vomiting. The pain was getting worse, and was very severe. When seen by 
the writer she was in great pain, and seemed very ill; she had a pulse of 
120 and a temperature of 101°. The abdomen, which was rigid and 
very tender, was distended, and the distension seemed to be much more 
than could be accounted for by a four months’ pregnancy. On palpation 
a hard, excessively tender tumour could be made out occupying the iliac 
and lumbar regions of the left side. Both abdominally and per vaginam 
the tumour could be made out to be attached to the neighbourhood of the 
left cornu of the uterus. The diagnosis of a solid ovarian tumour with 
torsion of its pedicle was made. Operation revealed a fibroid, equal in 
size to the foetal head, springing from the back and left cornu of the 
uterus. It was easily enucleated after controlling the ovarian vessels with 
a temporary clamp. The bed was closed with deep and superficial catgut 
sutures. A smaller fibroid was found below this one, and was also 
enucleated ; the rest of the uterus was normal. The patient made a good 
recovery, and pregnancy was uninterrupted. 

Dr. J. E. Gemmeut (Liverpool) reported a Casz or CARCINOMA OF THE 
Cervix TREATED BY ABDOMINAL HYSTERECTOMY AND PgLvic DIssEcTIoN. 
The patient was 38 years of age, and had had no menstruation or vaginal 
discharge since an operation in 1902, in which the uterine appendages of 
both sides were removed. She sought advice in January, 1907, for cedema 
of the left leg, and on pelvic examination the cervix was found to be the 
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seat of malignant disease. On February 4th the abdomen was opened 
and the uterus removed ; enlarged glands were found on both sides of the 
pelvis, and these were dissected out up to the level of the bifurcation of 
the common iliac artery. The obturator gland was the largest, and after 
removal was found to measure 14 in. by $in. Microscopical examination 
showed the cervix and glands to be carcinomatous. 

Dr. Stooxss (Liverpool) mentioned a Case or Srnciz ConpyLoma oF 
THE Cervix UTERI IN PREGNANCY. 

Dr. ArTHuR J. WaLLacg read a paper on 


A MopiFricaTIOn IN THE TECHNIQUE OF VENTRIFIXATION OF THE UTERUS. 


The anterior surface of the uterus is grasped with a volsella and drawn 
up towards the umbilicus so as clearly to expose the bottom of the utero- 
vesical pouch. Starting from the centre of this, a line carried over the 
peritoneal surface to the lower end of the parietal wound, may measure 
from five to seven or eight inches. The peritoneum along this 
line is picked up with compression forceps placed at distances of 1} to 
1} inches from one another, the lowest being placed about one inch from 
the bottom of the pouch, and the highest exactly at the lower end of the 
parietal wound. In applying the forceps to the peritoneum overlying 
the bladder care should be taken not to include the muscular coat. Gentle 
traction on all the forceps now pulls up the imaginary line into an actual 
ridge, and the next step consists in—to borrow a dressmaker’s term— 
“gathering ” the free border of this ridge, section by section, and fixing 
it to the bottom of the utero-vesical pouch. The lowest pair of forceps is 
held up so as to make slightly tense that portion of the ridge extending 
to the bottom of the pouch. By means of a handled perineum needle a 
long piece of catgut is passed through the peritoneum and the uterine 
muscle at the bottom of the pouch and trebly knotted, one end being left 
considerably longer than the other. The longer end is used for the 
“ gathering” process, the shorter being available for knotting after each 
section has been gathered. Gentle traction still being maintained on the 
lowest pair of forceps, sufficient to keep the lowest section of the ridge 
slightly stretched, the point of a handled needle is passed through it close 
to the forceps, and is then advanced from side to side until it reaches the 
bottom of the pouch. After the long end of catgut has been passed 
through the eye of the needle the latter is withdrawn with the suture. 
The forceps are removed and the catgut tightened, with the result that the 
free edge (of the lowest section) is puckered up and pulled down to 
the bottom of the pouch where it is permanently secured by the tying of the 
knots. The next pair of forceps is now raised and gently pulled on, and 
the corresponding section of the ridge made and dealt with in the same 
manner, and so on with each successive section. In the case of each 
alternate section it is advisable after gathering, and before tying, to pass 
the longer end of the suture again through the peritoneum at the bottom 
of the pouch. As the process is carried out the uterus approaches 
gradually to the abdominal wall, until when the last section of the ridge 
has been gathered and tied up, the anterior uterine parietes lie actually 
at the laparotomy wound. A septum now extends from the bottom of the 
utero-vesical pouch to the peritoneum covering the bladder and lower 
part of the anterior abdominal wall. The ventrifixation proper can now 
be carried out in the manner favoured by the operator, and whatever 
method be employed (except when the posterior wall of the uterus is 
selected for fixation, a choice which I believe is rare in this country) the 
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adhesion is continuous with the fan-shaped septum described. This 
continuity is preserved, I presume, when the real fixation adhesion 
becomes siretched into a band, with the result that a complete septum 
extends from the upper border of the band down to the bottom of the pouch 
and completely bisects the latter. As there is no internal septum or 
“window ” of any kind, internal strangulation of intestine ‘as a result of 
the operation should not be possible. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Meeting held March 27th, 1907, Dr. Lawrence OuipHant, President, in 
the Chat. 


Dr. J. Ke.iy showed the following specimens:—(1) Ruptured Tubal 
Pregnancy, from a patient who had had a sudden onset of the symptoms 
twenty-four hours before admission to hospital. (2) Cancer of the Cerviz. 
A small polypoid tumour had been removed previously which on micro- 
scopical examination was found to be malignant; hysterectomy was 
therefore performed. (3) Z’ubes and Ovaries, On one side there was a 
tubo-ovarian abscess, and on the other a pyosalpinx, the ovary being 
separate. Gonococci were found in the vaginal discharge. 

Dr. Nice. Stark: (1) Multidlocular Ovarian Cyst. The growth had 
been rapid, the patient having been confined eight weeks before operation ; 
no tumour was detected at the time of the birth. (2) Cystte Ovary, from 
a patient who had complained of pain and menorrhagia lasting 10—12 
days. The opposite tube was filled with blood-clot. (3) Gangrenous 
Ovarian Cyst, from a patient aged 62 years; the cyst had been twisted 
twice on its pedicle. 

Dr. Monro Kerr: (1) Large Multilocular Ovarian Cyst, removed from 
a patient aged 14 years. (2) Z’ubes, showing tubercular changes. 

Dr. ArcuiBpaLD McLe.uan: (1) Hydrosalpina, from a patient who had 
complained of uterine hemorrhage for several months. (2) Vaginal Cyst, 
from a patient aged 20 years. The diagnosis had been that of a cystocele, 
the cyst being attached from the cervix to the urethra. 

Dr. Joun LinpsaY gave a report on two specimens of Malformation of 
the Fotus, which had been shown at previous meetings by Dr. James 
Dunlop and Dr. Jardine. 

Dr. Nice. Stark read a paper on 

A Casz or Frsroip or tHE Cervix Urert, Weicuina 17} as. 
The patient, xt. 40 years, iv.-para, had had gradual swelling of the 
abdomen for the last four years. Menstruation was normal; leucorrhcea 
present at intervals. The bowels were regular, and it was only during the 
last few weeks that there was any trouble with micturition. Pain was not 
a marked feature. On examination the abdomen was filled with a large 
tumour rising out of the pelvis; this mass was found, on vaginal examina- 
tion, to bulge down into the posterior fornix. The operation was that of 
abdominal section, and there was considerable difficulty owing to the size 
of the tumours and to its adhesions to the omentum and bowel. The 
specimen weighed 17} lbs., and measured 34 inches in circumference and 
27 inches from side to size. The body of the uterus, which was also 
removed, was found to be perched upon the tumour in front, movable 
and not implicated. The tumour was subperitoneal in origin arising 
from the posterior median portion of the cervix without any pedicle. 
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In the discussion 

Dr. J. K. Keuuy had never had experience of so large a fibroid tumour 
of the uterus. 

Dr. Munro Kerr thought that in most cases of cervical fibroids the 
uterus should be left; he had had experience of a case where the tumour 
weighed 14 lbs., and where the uterus was not removed, and the patient 
subsequently menstruated. 

Dr. Caskiz had removed a polypoid fibroid of the cervix equal to the 
size of a child’s head. 5 

Drs. Beveripcs and Donatp Durr also spoke. 

Dr. Stark replied. 

Dr. RussELL gave notes ON Some Casss or Pruritus Vutva. These 
cases were divided into two kinds—those due to local and those to general 
causes. In the treatment medicinal applications, heat, etc., were used, and 
any uterine condition remedied. If the disease proved a source of 
danger to the health of the patient excision of the vulvar parts should be 
advised. The question of the presence of malignancy should be kept in 
mind in the treatment of these cases. 

Dr. Russg.u and Dr. Epaar gave notes ON SzvERAL CasEs OF KRAUROSIS 
Vutva. The chief features in the diagnosis of this condition were 
described, and minute details were given as to the pathological conditions 
to be found. 

Dr. Katty and Dr. Munro Kerr took part in the subsequent discussion. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


Meeting held Friday, March 8th, 1907, Dr. R. D. Purgroy, President, in 
the Chatr. 


Dr. Aurrep SmitH exhibited a specimen of a Uterus showing a Fibro- 
myoma tn the Fundus and a Cancer in the Cervia, from a lady, et. 40. 
He had diagnosed and discovered polypus of the uterus, and had made up 
his mind to remove it as the cause of the hemorrhage from which the lady 
suffered. During removal he found an ulcerated spot in the cervix which 
under the microscope proved to be an adeno-carcinoma. 

Sir A. V. Macan said the specimen was very interesting as showing 
two things which were extremely rare in combination, though neither was 
rare by itself. 

Sir A. V. Macan exhibited two specimens—({1) Carcinoma of the Body 
of the Uterus ; (2) Sarcoma of the Body of the Uterus. One case was that 
of a woman, et. 60, who had had ten children, the last being 18 years old. 
She had had two miscarriages. For two years, up to October, 1905, she 
had not menstruated. She then had a heavy period lasting for three 
weeks, after which she saw nothing until October last, when she commenced 
a period which continued until operation on Febuary 14th. The other 
patient was st. 50, and was operated upon on January 17th. 

Dr. M. J. Gipson read a short paper on 

PusiotTomy, 
with notes of three cases, which will be found as an original paper in this 
number of the Journat (page 377). 
Dr. Hastines Tweepy, Master of the Rotunda Hospital, read a paper on 
DELIVERY BY PuBIOTOMY, 
dealing with a case in which he had delivered a primiparous woman of a 
living child through an internal conjugate of 6°5cm., at full term, by 
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the performance of a left-sided hebotomy. Hemorrhage had been very 
severe, and had resulted in a considerable degree of collapse. Delivery 
had to be hastened because of prolapse of the cord, which took place before 
the operation was undertaken. Deep lacerations of the cervix, of the soft 
parts lying between the severed bone, and of the perineum, required catgut 
sutures. The patient’s recovery was uneventful, and she left the hospital 
in perfect health on the ninth week with a living child. 

In discussing the two papers conjointly, 

Sir A. V. Macan said the ease with which he had seen the operation 
done by an operator who had never done it before, had convinced him 
that pubiotomy was certainly the operation in such cases as had been 
described by Dr. Gibson. There was nothing in it which could not be done 
by a man who had been through the Dublin school; and he considered it 
of the utmost importance that they should be able to put before the 
practitioner in the country the possibility of saving the life of both 
mother and child in cases where he had put on the forceps, but had 
failed, and was face to face with perforation. 

Dr. Niu considered the operation of great importance since the risk 
of sepsis would be less than in the induction of premature labour. 

Dr. ALFRED Situ believed the operation had come to stay. 

Dr. JeLLETT asked the communicators whether they would agree in 
dividing the operation into two classes—first, as the operation of election 
which they would select in preference to other procedures in any case in 
which they had reason to believe that the patient could not be delivered 
by forceps or her own efforts; secondly, as the operation of compulsion, 
where the forceps had been tried and failed. Looking at the operation 
from an unprejudiced standpoint, it seemed to him thatin doing Cesarean 
section on a perfectly healthy patient, unweakened by the long continuance 
of labour, they were more certain of the after results. On the other hand, 
he certainly agreed that, in the second class, pubiotomy had got its place 
and would keep it. The ease with which it was performed, the small 
amount of assistance required, the small extent of the wound, and the 
short time in performance, would be important factors in producing a 
small mortality. 

The Presipent said he could not see how pubiotomy could take the 
place of Cesarean section in certain cases. He thought that its danger 
had perhaps been passed over too lightly. The danger of injury to the 
bladder had been amply demonstrated by recorded cases. The danger of 
hemorrhage must, he thought, be considerable, since a fatal case had been 
reported from Vienna. He could not help wondering whether the 
locomotive powers of the patients had been satisfactory afterwards in all 
cases, or whether sufficient time had elapsed to enable them to judge on 
the point. He agreed, however, as to the value of the procedure. 

Dr. Twespy, in reply, said that while both symphysiotomy and 
hebotomy had come to stay he did not think that either would prove a 
perfect panacea. He had performed both operations with equal ease. 

Dr. Gipson, in reply, said that as regards the chance of injuring the 
bladder, they must remember that in pubiotomy they had a great protec- 
tion of the pelvis in the undivided soft parts. The bladder was never so 
intimately connected with the pubic bone that any tearing could result 
from the small amount of stretching undergone, except when owing to a 
previous puerperal sepsis there were adhesions between the bladder and 
the bone. This occurred very rarely. A French author had stated that 
the ends of the bone could separate up to 8cm. without injury to the 
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bladder or articulations. If bleeding could not be stopped by compression 
they could open the wound and find where the bleeding was coming from. 
Pubiotomy was, he believed, a safer operation than Cesarean section up to 
a certain point, 7.e., a pelvis with a conjugata vera about 6°75cm. The 
latter was better done at the beginning of labour, therefore we had no 
chance of seeing what the contractions would do for us, and no matter 
how well it was done there were cases on record where the cicatrix gave 
way afterwards. The parts would heal equally well after both operations 
if the latter was performed aseptically, but the danger to the bladder and 
urethra was much greater in symphysiotomy than in pubiotomy, and the 
former was also a more difficult operation and therefore not so well suited 
for the country practitioner. 








REVIEWS OF RECENT BOOKS. 


UNTERSUCHUNGEN UBER DEN BAU DER MENSCHLICHEN TuBE, zUR KLARUNG 
DER DIVERTIKELFRAGE MITTELS MODELL-REKONSTRUKTION NACH Born, 
Von Dr. Paul Kroemer. Mit 26 Abbildungen im Text, 4to. Pp. 31. 
Leipzig: S. Hirzel, 1906. 


Dr. Paul Kroemer, assisted by W. Mensch, has investigated, with true 
German thoroughness, the normal structure of the Fallopian tube. His 
main object was to settle the question whether, in the normal tube, true 
diverticula are to be found. Taking an apparently normal tube derived 
from a multipara, he made serial sections—4,100 in number—of the whole 
tube. Each of the sections forming three selected lengths of the tube was 
enlarged in outline to a given magnification (x40 or x80); this outline 
was then reproduced upon a sheet of wax of a thickness proportionate 
to the thickness of the original section. Finally, the wax sheets were “cut 
out” along the lines of the drawing, and were built up in series so as to 
produce a magnified model of the original tube. This laborious but 
exact method was first employed by Born. 

In the pars isthmica of the tube Kroemer notes especially the rapid 
variations in the form and size of the lumen and the absence or ill- 
development of the plice. 

From a point near the middle of the tube main plice, six in number, 
were traced quite to the abdominal end. Upon these main folds 
secondary and tertiary plicee are superposed towards the abdominal end 
of the tube. But the most interesting fact disclosed was the presence of 
three true diverticula of the ampullary portion of the tube. The longest 
of these diverticula measured 4mm. in length. At some points the lumen 
of these diverticula was as large as that of the main tube. The lining 
membrane of the diverticula showed plice. 

Hoehne had previously demonstrated similar diverticula by the method 
of injection, and considered that they were the products of inflammatory 
changes in the tube. Kroemer, on the contrary, considers them to be of 
developmental origin. He draws a sharp distinction between these true 
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diverticula and the arcades or sub-plical spaces formed by the fusion of 
adjacent plice along their eages. 

The author draws a vivid picture of the progress of the ovum along 
the tube. At the abdominal end no true tubular lumen exists; it is filled 
up by the complicated plice lying in contact with each other. The ovum 
slowly makes its way through the labyrinth of cleft-like spaces, pushed on 
by the cilia. Only when it comes to the isthmial portion can the ovum 
swim along in a free tubal lumen. In the isthmial portion, if impregna- 
tion has taken place, and development has begun, the ovum may become 
impacted, but its chief dangers are met with earlier, in the ampullary 
portion of the tube, since here it may go astray in the diverticula. Hence 
the preponderant frequency of pregnancy in the abdominal third of the 
tube. 

Kroemer’s monograph is beautifully illustrated, and forms a very 
valuable contribution to pelvic anatomy. 

For the present writer Kroemer’s researches have a special interest. 
From a study of tubal abnormalities I concluded* that the normal 
Fallopian tube is developed by the inosculation of three diverticula from 
the peritoneum with the main Miillerian duct. Any one or more of these 
diverticula may abnormally persist in the form of an accessory Fallopian 
tube, or, undergoing cystic distension, may form a broad ligament cyst. 
The diverticula described by Kroemer are doubtless accessory Fallopian 
tubes in their most rudimentary form, and if these three diverticula are 
normally present the writer’s views on the development of the tube receive 
an important confirmation. 


W. Sampson Hanpb.ey. 


* See this Journat, November, 1903. 


